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ABSTRACT  
Primary infertility may be overlooked as a major life event which can lead to major 
changes in social participation and self-identity. Although a readily expected conse-
quence of infertility is childlessness, the social context proves to play a role in creating 
individually specific lived experiences. The aim of the study was to establish how the 
social context mediates the lived experiences of infertility in South African women with 
diverse social identities. This study offers an understanding of infertility as not only a 
medical problem but also one that is socially located with the capability of challenging 
women’s self-identity and of inducing psychological distress. The literature indicates 
social interpretations of infertility according to accepted ideologies and practices, but 
there is minimal indication of the role that this plays in women with actual infertility as 
well as the implications that this holds against their command of personhood and iden-
tity. This qualitative inquiry deployed a phenomenological research method, with her-
meneutic phenomenology particularly chosen for its formulation. A purposive sampling 
technique was used to recruit participants and a total of seven participants were inter-
viewed. The data was collected using semi-structured interviews and analysed using 
Giorgi’s phenomenological method of analysis. The findings confirmed that the social 
context in general mediates the lived experiences of infertility. Cultural and religious 
orientations were related to the negative experiences of primary infertility. The cultural 
aspects appeared to challenge identity more than religion, which primarily facilitated 
fatalism and seemingly paralysed agency. The thematic representations of the inter-
action between the self and the social context confirmed the likelihood that infertility 
specific distress occurs secondary to social interaction. There is also minimal evidence 
for the desired self-interpretation, which is seemingly difficult to achieve within the so-
cial context and is seen as only possible in an ideal world. It is recommended that 
further studies be conducted to address limitations and that psychotherapeutic inter-
ventions shift from symptom focused to context sensitivity as well as delivering holistic 
management of infertility.  
Key words: infertility, social context, phenomenology, self-interpretation. 
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CHAPTER ONE  
INTRODUCTION 
This chapter introduces the study, gives a generic overview of the body of the thesis, and ex-
plains the main concepts. It also provides brief expositions on primary female factor infertility, 
the social context within which it is experienced, and the experiential meaning which follows 
the interaction between these main phenomena. The chapter unfolds in a sequence coverage of 
the overview of the study and brief background to a bio-medical stance in explaining infertility. 
It also outlines and clarifies the research questions, the aims of this study, and the study’s ob-
jectives. Then a discussion on the significance of the study which also highlights the identified 
literature gaps that this study intends to contribute to will follow.  
1.1. Background and overview 
Describing infertility may be difficult due to controversies in the literature on whether infertil-
ity is diagnosable as a disease or whether it is just a difference. The World Health Organisation 
(2018) defines infertility as a disease of the reproductive system characterised by a failure to 
achieve a clinical pregnancy after twelve or more months of regular unprotected sexual inter-
course.  
 
Different conceptualisations emerge across the literature on whether infertility should be med-
icalised and accepted as a disease or whether it is a social construct shaped by societal dynamics 
and ideology. For example, Griel, as cited in Maung (2019), argues for a non-disease status of 
infertility and posits that it is a socially constructed category defined by pronatalism and patri-
archy. Similarly, infertility is also viewed in other parts of the literature as a social condition 
described with negative appraisals for failing to align with specific social norms (Maung, 
2019). Although it is widely accepted that infertility is characterised by failure of conception 
over a certain period, the literature referred to above offers contradicting views on its status as 
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a disease. For the sake of this study, however, the researcher refers to the former definition of 
infertility as a medically diagnosable condition that is experienced within a given social con-
text.  
 
Infertility is widely regarded as a medically based reproductive health problem that seems to 
be mainly understood only as such (Griel, et al., 2011). However, contemporary literature on 
the psychological and lived experiences of infertility affirms that it is necessary to understand 
infertility as a subject that requires attention in the social sciences (Dyer, 2007; Griel et.al., 
2011). There is evidence globally on the negative psychological impact that primary and sec-
ondary infertility has on women (WHO, 2020). Studies on self-reported experiences of infer-
tility in women around the world have shown the presence of maladaptive coping strategies, 
marital dysfunction, anxiety, a sense of bereavement and grief to be among the negative psy-
chological consequences (Hassani, 2010; Pedro & Andipatin, 2014).  
 
Negative experiences of infertility may be dependent on various factors in a woman’s life, such 
as marital status, ideology, identity, and meaning and value attached to child-rearing (Sola et 
al., 2016). Infertility management, including conception through Assisted Reproductive Tech-
nology (ART) also contributes to the distress experienced by women with fertility problems, 
while also impacting negatively on sexual intimacy within couples. The evidence for negative 
experiences associated with fertility treatments and management is indicated in studies show-
ing, inter alia, distress around timed sexual intercourse, monitoring of hormonal levels and a 
notable expression of blame by one party towards another for unattained fecundity (Bokaie et 
al., 2015). However, this does not suggest that primary infertility always affects individuals 
and couples adversely or necessitates psychological support.  
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Despite being a universal phenomenon, individual reactions to infertility seem to be distinct 
and at times relative to various factors such as culture and individually held ideologies.   
 
 In the South African context, demographic factors such as culture and socioeconomic status  
appear to influence reactions towards medical conditions in general, including infertility. Med-
ical conditions are understood and treated according to different traditional practices and be-
liefs and individuals with major or chronic medical conditions typically access different meth-
ods of treatment in addition to traditional medical interventions (Mabasa, 2002). This eclectic 
approach to illness appears to be prominent in religious and traditional communities within the 
South African context, with ceremonial practices being mostly observed in the efforts to mod-
ify or treat illness. A study by White (2015) affirms this in the context of African people in 
Ghana and also indicates the universality of illness and health conceptualisations across Afri-
can traditions.  
 
A conceptualisation of infertility according to the socio-contextual factors exclusive to a South 
African context is important as the literature on the relationship between socio-contextual fac-
tors and lived experiences of female factor infertility in South Africa is limited. This is despite 
increasing evidence of culturally and/or socially motivated reactions towards infertility 
(Mabaso, 2002; Makoba, 2005). The diversity of the South African population makes it neces-
sary to identify the socio-contextual factors that mediate the lived experiences of infertility. It 
is expected that different social phenomena can facilitate the extent to which infertility is neg-
atively perceived and therefore, experienced.  
 
As individuals progress through developmental milestones from early life stages towards adult-
hood, the social context can become an important frame of reference for idealistic roles of 
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adulthood (Akhondi et.al., 2013). For instance, socially relative beliefs and expectations that 
suggest an association of womanhood with motherhood may influence the individual’s percep-
tion of the self within a given context (Mumtaz et. al., 2013). The crux herein lies particularly 
in the interaction between women and their social contexts and how it may contribute to the 
meaning attached to the self as a person with primary infertility. This interaction, depending 
on how women may experience their social context, may increase the risk for psychological 
ill-health or on the contrary, be a source of support.  
 
This study will consider only women with primary infertility, meaning those who have never 
achieved full-term pregnancy or a live birth. The emphasis on the lived experiences of primary 
infertility allows this study to access the realities of women who have first-hand experiences 
of this phenomenon. Any experience of phenomena cannot be gained by another for the other, 
hence it is important to gain insight into the relationship between living with primary infertility 
and the social context from those who have this experience directly, as opposed to secondary 
means.  
1.1.1. Biomedical overview of infertility 
Infertility is also understandable through the bio-psycho-social disease model (Griel, et al., 
2011). A brief biomedical overview of infertility is presented herein, while the psychosocial 
aspects of infertility remain in the crux of this thesis. Infertility is diagnosed with various eti-
ologies (Kumar & Malhorta, 2008). However, the woman’s age is crucial in determining the 
capacity for natural child-rearing. Fertility is notably decreased once women reach the age of 
forty with half the chance of successful conception and live birth when compared to a younger 
woman (Olmedo, 2000). However, although fertility decreases dramatically at this age, an in-
creased risk for a decline in fertility begins as early as when the woman reaches the age of 
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thirty. In this, the age of the ovum is more important than the woman’s ability to carry a preg-
nancy to full term, although the risk for spontaneous abortions is doubly increased at age 40. 
Studies confirm that the age of the ovum is highly crucial by indicating that in fertility treat-
ments and management it is actually the age of the donor that counts more than that of the 
recipient (Olmedo, 2000).  
 
Endocrine abnormalities are also found to be major underlying causes of infertility. About fifty 
percent of women who present with abnormal menstruations as an underlying diagnosis of 
infertility are reportedly thyrotoxicosis patients. Severe hypothyroidism underlies infertility in 
some women and is also closely connected to oligomenorrhoea, which is describable as irreg-
ular and infrequent menses (Kumar & Malhorta, 2008).  Other hormonal irregularities that 
cause menstrual abnormalities arise from the pituitary gland and the hypothalamus. With the 
former implicated mainly with evidence of prolactinoma or non-cancerous hormone secreting 
tumours, that induce poor regulation of hormonal secretions, leading to menstrual disturbances. 
The latter is likewise responsible for the absence of both ovulation and menstruation, with 
underlying mechanisms linked to organic defects of the hypothalamic-pituitary axis (Unuane 
et al., 2011).  
 
Other endocrine disorders that underlie infertility include Cushing’s disease and acromegaly 
which are present with excessive levels of cortisol, mainly in obese women and also excessive 
secretions of growth hormones, respectively. Other abnormalities of the endocrine system im-
pact fertility by underlying other ovarian disorders such as polycystic ovarian syndrome 
(PCOS) often presenting clinically with high levels of insulin, particularly  in insulin resistant 
women (Unuane et.al, 2011).   
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Other prominent clinical presentations of infertility include tubal and uterine factor infertility. 
Anatomical alterations of the fallopian tubes are highly associated with infertility by compro-
mising the functionality of hosting the developing embryo and transporting it into the uterine 
cavity. Genital infections are commonly known to cause these alterations with the severity of 
each infectious episode being associated with tubal-peritoneal infertility. Commonly known 
genital infections that alter the functioning of the fallopian tubes are Neisseria gonorrhea and 
Chlamydia trachomatis (Olmedo, 2000). Other factors that contribute to uterine infertility in-
clude tumors such as fibroids and diseases of the uterine lining, particularly endometriosis 
(Olmedo, 2000; Unuane et al., 2011). Endometriosis is defined in Kumar and Malhorta (2008) 
as the presence of functional uterine glads and stroma outside of the uterus.  
1.2. Research question  
The lived experiences of any phenomena differ across various factors such as intra-personal 
and interpersonal dynamics as well as individually specific socio-contextual factors. Similarly, 
primary infertility may also be experienced relative to personal and cultural contexts. The re-
searcher is interested in factors underlying these experiences while taking into consideration 
the different socio-contexts to which women belong and participate in.  
 The main point of this enquiry is understanding how the social context may alter the lived 
experiences of primary infertility in women who belong to various social contexts. The differ-
ent experiences are classified according to socio-cultural contexts and their relevant micro as-
pects. Two research questions are derived from this: 
 Do different socio-contextual factors influence the lived experiences of primary fe-
male factor infertility across the social context? And if so, do they replace the intrinsic 
self-experiences? 
A phenomenological approach is employed to investigate how the social context shapes human 
experience and how that occurs within primary infertility. A hermeneutic phenomenological 
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method is employed to describe and interpret the socio-contextual factors that mediate lived 
experiences of infertility. To respond to the research problem, the researcher aims to describe 
and interpret the lived experiences of primary female factor infertility as they occur within a 
specific social context.  
1.3. Purpose of the study 
1.3.1. The aim of the study  
This study aims to describe and interpret the lived experiences of primary female factor infer-
tility as they occur within specific social contexts. The focus is not only on the social descrip-
tions of primary infertility but also on the narratives formed by women as they interact within 
various social contexts. The appraisals of these narratives as either negative or positive is how-
ever not within the scope of this study.  
Below follows a list of the study objectives. 
1.3.2. The objectives of the study 
(a) To discover the lived experiences of primary female-factor infertility.  
(b) To establish how lived experiences of primary infertility differ in women from different 
social contexts. 
(c) To identify the socio-contextual factors that influence lived experiences of infertility?  
(d) To explore how socio-contextual factors may precipitate and perpetuate infertility-spe-
cific distress.  
(e) To identify ways in which women with primary infertility cope with infertility specific 
distress.  
(f) To explore how socio-contextual factors influence self-interpretations amongst women 
living with primary infertility.  
1.4. Significance of the study  
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This study is not only intended to describe and interpret the lived experiences of primary female 
factor infertility but also intended to extend beyond the given narratives. The researcher intends 
to make meaningful contributions to the body of literature by providing methodological con-
tributions and challenging traditional means of understanding phenomena.  The study is ex-
pected to contribute to an understanding of the lived experiences of infertility as they are me-
diated by socially constructed phenomena. These themes are, for instance, ideologies exclusive 
to a group of people, self-perception relative to communal identity, religious orientation and 
beliefs around marital or relational functioning and satisfaction.  
 
The researcher seeks, to expand knowledge from socially based interpretations of infertility, to 
how women with infertility experience and interpret themselves as women struggling to con-
ceive or trying to conceive through Assisted Reproductive Technology (ART). Although in-
fertility is explainable through medical science, it is also emerging as a social problem charac-
terised by different culturally based definitions and appraisals. In the literature reviewed, in-
fertility is shaped by patriarchal and pronatalist culture while also perceived as self-imposed 
by other social groups, particularly those of African origin found in the global south (Griel et 
al., 2010; Mabaso, 2002). Both these socially based descriptions of infertility do play a role in 
how primary infertility is experienced by those directly affected. 
 
This study will contribute to the psychological literature on identity, especially in relation to 
primary infertility and the self-interpretation. The psychological literature on female factor in-
fertility rarely indicates the intersections between self-interpretation and social identity. And 
the known literature on psychological aspects of physical illness, such as in the branch of health 
psychology, often emphasises, inter alia, health behaviours, coping strategies and illness en-
dorsing psychological aspects such as personality traits. However, little is known about ways 
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in which physical illness affects self-interpretation and a sense of identity, especially when 
experienced within the social context. This study will expand knowledge from a position of 
focusing on the role of psychological aspects in promoting illness and introduce discourse on 
how physical illness can affect a sense of personhood and either promote or disturb psycholog-
ical wellbeing.     
 
Third, infertility can potentially disrupt the individual’s life cycle and systemic functioning 
which may consequently lead to psychological problems such as anxiety, depression, and poor 
self-perception (Hassani, 2014; Lukse & Vacc, 1999; Pedro & Andipatin 2014). Therefore, 
women with primary infertility and possible psychiatric comorbidity may present to mental 
health care services. This study further contributes to mental health care practice, particularly 
in the field of psychology. While a variety of traditional interventions will be employed for 
psychological interventions, psychological formulations are standard in psychological inter-
ventions. Therefore, the contribution to psychological formulations of infertility-specific dis-
tress presented by women in mental health care services is expected in this regard. Furthermore, 
this study will also inform the choices and implementation of interventions that are contextu-
ally sensitive.  
 
Finally, the study is expected to make methodological contributions to psychological research 
that is aimed at understanding the lived experiences of medical conditions relative to the social 
context. The phenomenological method of investigation is traditionally used to investigate 
lived experiences of phenomena, with medical conditions being one of those. On the one hand, 
the qualitative methodology allows for the conveyance of experiential narrative and allows the 
researcher to access the participants’ live worlds through becoming a direct observer and par-
ticipant in their world as opposed to assuming the position of a detached researcher.  
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Hermeneutic phenomenology, on the other hand, allows the researcher to describe and interpret 
the lived experiences of phenomena, including infertility, capturing both meaning described by 
the participants and that which results from the subjects’ social context. This study, therefore, 
employs both the phenomenological method and qualitative methodology that can yield an 
accurate exposition of the lived experiences of an otherwise neutral phenomenon whose nature 
is somewhat altered through contextual participation and interaction.    
 
Different approaches are often assumed when conducting research on the lived experiences of 
phenomena and relevant methods of investigation are chosen depending on the research ques-
tion or problem. The researcher understands that these methodological choices may overlap 
although each one may accurately capture the truest essence of the subject under investigation. 
Hermeneutic phenomenology is concerned with the interpretation of experience within a con-
text. Heidegger refers to the objects of experience as a being and regards the world and time as 
the necessary context within which experience occurs (Mulhall, 2013). Hermeneutic phenom-
enology is applicable in this study as it raises questions on being and on the interpretations of 
such a being according to its social contexts. Intrinsic self-interpretation remains crucial and at 
the center of hermeneutic phenomenology, however, socially relative constructions of meaning 
are equally important as they inform the being of its existential meaningfulness.  
 
It is evident that the lived experiences of medical conditions including infertility and other 
phenomena do not occur in isolation. Several aspects define the conclusive meaning given to 
experience, and social reference appears inevitable in informing this meaning. The literature 
further reveals that medical conditions may be viewed from a social science point of view, 
particularly in cognisance of the social construction of disease. Primary infertility is, therefore, 
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embraced in this study as a socially construed medical condition that may not necessarily have 
a major experiential impact outside of the individual’s social context.  
 
This study involved human beings and investigates a subject that is considered sensitive and 
personal. The researcher obtained ethical clearance from the University of Johannesburg’s Re-
search Ethics Committee and the Steve Biko Academic Hospital’s ethics committee. The par-
ticipants gave written consent for voluntary participation in this study and the researcher main-
tained beneficence and non-maleficence ethical principles throughout the completion of this 
study. All identifying information provided by the participants was recorded on paper and ex-
cluded from the actual audio recordings of the interviews. The recording sheets and field notes 
remained in an access controlled digital folder, the audio recording material was password 
protected with access only limited to the researcher and the transcribed material was stored 
electronically in a password protected device as well. The participants were ensured of ano-
nymity and confidentiality.  
 
1.5. Chapter outline 
Chapter one introduces the study and identifies the key concepts that are important to the study. 
The background of the study is presented first, followed by research questions and the signifi-
cance of the study, which also outlines the researcher’s intended contributions to scientific 
literature. The second chapter encompasses the literature reviewed by the researcher and intro-
duces thorough expositions of what is meant by socio-contextual factors as well as indicate 
their contextual meaning and relevance to the study.  
Chapter three of this study presents a theoretical formulation of the study namely, hermeneutic 
phenomenology. The theoretical relevance to this study is discussed in this chapter as well as 
providing formulations of infertility from a hermeneutic point of view.  The fourth chapter 
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describes a generic research design employed for this study. Methodological concepts are pre-
sented and clearly outlined to show significance to the study in general and suitability for the 
research question raised in the enquiry of this study.  
 
The fifth chapter presents the findings of the study as raw data processed into interpretable 
research findings. It defines the data analysis process and the findings of the study. Chapter six 
presents a generic and in-depth exposition of the findings. The seventh chapter focuses on 
providing the recapitulation and conclusion of the study. This section also includes an outline 
of the limitations, strengths and weaknesses of the study and recommendations for further ac-
ademic investigation. The eighth and final chapter of the thesis covers reflections by the re-
searcher which will illustrate the researcher’s experiences of the research process, from the 
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CHAPTER TWO 
LITERATURE REVIEW 
This chapter discusses the global and local trends in literature on lived experiences of primary 
infertility. There are significant patterns established in global literature that reveal inconsisten-
cies with the local literature in socio-contextual influences of lived experiences of primary 
infertility. The South African context does not have a lot of research studies done on the rela-
tionship between social context and lived experiences of primary infertility. However, studies 
conducted within the African continent and other global south countries do reveal that there is 
a relationship between social context and lived experiences of primary infertility (Dyer, 2007; 
Oti-Boadi & Asante, 2017). The subsections of this review also provide an exposition of liter-
ature on different socio-contextual factors known to influence one’s experience of infertility. 
Since there is fluidity and overlap of the socio-contextual factors, the intersectionality of these 
social aspects is also discussed.  
2.1. Introduction  
The literature on infertility in psychology is relatively broad. Infertility is medically diagnosa-
ble as either primary or secondary, with the former referring to failure to achieve a live birth in 
women who have never conceived or carried a pregnancy to term (Abebe et. al., 2020) and the 
latter referring to failure of conception or live birth after previously achieved live birth(s) (Ku-
mar & Malhotra, 2008). The etiology of infertility is multifactorial with some factors being 
acquired such as infections and diseases and others being congenital and genetic such as ana-
tomical and physiological abnormalities (Masoumi et al., 2015). As a result, infertility is com-
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The lived experiences of infertility involve intra-personal dynamics such as conflict with one’s 
body and a poor self-perception (Griel et.al., 2010).While these may be particularly disturbing 
to the women’s psychological wellbeing, the feedback received from their social and interper-
sonal contexts in response to childlessness in a woman of childbearing age may be similarly 
destructive. It appears that socio-contextual factors contribute to the extent to which infertility 
is perceived and experienced (Griel et al., 2010). It is also important to note that infertility does 
not only affect women, and women do not experience it more negatively than their male coun-
terparts.  
 
Studies show that the lived experiences of infertility are often negative and couples are also 
collectively affected. The evidence on the difficulties with adjustment to infertility within a 
couple sub-system is seen in the reported conceptions of infertility as a marital crisis and the 
basis for sexual dissatisfaction (Bokaie el al., 2015; Lykeridou et al., 2009). Studies also show 
that women with primary infertility have been found to experience high levels of infertility-
specific distress more than women with secondary infertility, affirming the negative experi-
ences of infertility in a childless couple subsystem (Bokaie et al., 2015). However, even though 
both women and men experience infertility negatively they are affected differently. 
 
Male factor infertility is known to cause distress in men, particularly within certain socio-con-
texts where infertility is perceived in a negative light such as in contexts where masculinity 
may be associated with dominance and paternity (Griel et.al., 2010). However, for the sake of 
this study, the researcher focuses only on female factor infertility, specifically primary infer-
tility. This is befitting because in many South African communities, the absence of children 
within a marriage or couple is typically attributed to the woman. Therefore, women tend to 
bear the burden of infertility more than men, especially in black South African communities. 
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As indicated by Mabasa (2002), infertility in men is usually kept secret, leaving women sub-
jected to infertility-related stigmas that men would be exempted from. 
 
Research on lived experiences of infertility indicates a significant impact on a woman’s self-
concept, identity, and body image, including the relationship between women and their bodies 
(Sola et al., 2016).  Self-concept comprises components that tend to fluctuate depending on 
external experiences within a context and this may likely be the case with infertility as well. 
Albeit being a rather multi-factorial construct with elements such as attitudes and beliefs about 
the self, evaluative judgements and behaviours, the self-concept is prone to alterations by the 
experience of external factors such participating in a particular social context or holding certain 
socially relative beliefs (Mehrad, 2016; Leary & Tangney, 2012). The infertility-specific dis-
tress related to a woman’s self-concept would likely reveal a supreme regard of maternity and 
a poor sense of gender identity that follows from the unfulfilled needs of motherhood.  
 
This is affirmed in the literature indicating that women may view fecundity as a need to fulfil 
in order to feel complete as women (Sola et al., 2016). The emphasis placed on motherhood 
also appears to lead to experiences of infertility as a life crisis by women to whom fecundity is 
unattainable, particularly because parenthood is also perceived as a fulfilment of the role ex-
pectations of women. Further studies also indicate lived experiences of infertility as involving 
low self-esteem, sense of isolation, loss of control and sexual inadequacies between partners, 
and subjective experiences of depression (Mamata et al., 2015; Moura-Ramos et al., 2012).  
 
Furthermore, infertility may also be experienced as a hindrance to sexual intimacy in women’s 
lives. The sexual wellbeing of women diagnosed with infertility is reportedly most likely to 
decline due to various factors such as undergoing fertility treatments, having to engage in timed 
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sexual intercourse and having offensive thoughts during intercourse. Since infertility typically 
serves as an adverse event in a woman’s life, it can also lead to experiences of anxiety, grief, 
and feelings of guilt. However, the relationship between the negative aspects of experience, 
suggestive of psychological problems, and infertility itself is not yet well established (Bokaie 
et. al., 2015).  Therefore, in instances where women with infertility show psychiatric comor-
bidity, it is questionable whether that is due to their intra-personal dynamics of experience or 
whether that is due to the interaction with their social environment or both. The important 
factor here will be whether infertility in itself is directly linked to poor psychological function-
ing or whether the social context mediates this relationship, potentially precipitating psycho-
logical distress.  
2.2. Contextual meaning and experience of infertility: disparities between social con-
texts 
Dyer (2007) indicated in her study of infertility within African communities that marital sta-
bility is typically based on the presence of children between a married couple. As a result, the 
absence of this increases the risk for spousal abuse, infidelity, and separation. The women in-
volved in these particular socio-contexts are found to present with low self-esteem and signif-
icantly low levels of life satisfaction (Leyser-Whalen et al., 2012). 
 
The literature on socio-contextual factors that affect experiences of primary infertility in 
women indicates notable differences between elements of experience within women in both 
global north and global south countries (Griel et. al., 2011). Studies of infertility in western 
societies reveal predominantly negative experiences of infertility with emergent themes impli-
cating intra-personal conflict as opposed to infertility-specific distress that occurs mainly as a 
result of factors existing in relationships, community and social context (Griel et. al., 2011). 
Sola et al., (2016) found the lived experiences of infertility in women of western societies as 
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being around interpretations of certain aspects of the self in a negative light, resulting in, for 
example, poor self-concept, identity disturbances and poor self-image.  
 
As indicated earlier, personal beliefs about maternity as a higher achievement are found to 
contribute to the consequent negative experiences. Dyer (2007) affirms these findings by indi-
cating that in western countries, women with infertility tend to associate parenthood with their 
own feelings of love and happiness.  Marital and couple’s dysfunction resulting from a 
woman’s diagnosis of primary factor infertility is also observable across societies, including 
western societies (Canavaro et al., 2012).  
 
Another global finding is that although there are no clear indicators of the socio-contextual 
factors that mediate the lived experiences of primary female factor infertility, women in west-
ern societies present to health care systems with psychological problems such as anxiety and 
depressed mood (Lukse & Vacc, 1999). Hult (2013) found in the study conducted in the United 
Kingdom that women seeking infertility and cross-border reproductive care require mental 
health services support as they frequently experience psychological symptoms. While most 
women experienced disturbances in mood, others experienced their world as that of loss and 
disability. They experience a sense of loss at the realisation that the only means towards achiev-
ing motherhood is through adoption or finding an egg donor. The women’s feelings of loss also 
increase at the realisation that they may not have a child genetically related to them (Hult, 
2013).  
 
Makoba (2005) indicated in the study of South African women that communities’ reactions 
towards female factor infertility were negative. She indicated that women with infertility were 
isolated and excluded from major social activities in their communities, called names and 
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treated with disrespect. This feedback on its own has the potential to influence a woman’s sense 
of self negatively as it suggests that the woman is something she is not supposed to be, and that 
infertility is a deviation from the norm. Lukse & Vacc (1999) have identified loneliness and 
isolation to be prevalent amongst individuals diagnosed with infertility. Negative feedback 
from families and communities can be associated with these feelings and, therefore, contribute 
to the negative experiences of infertility. 
 2.3. Socio-Contextual factors  
2.3.1. Gender 
2.3.1.1. An overview of the literature on gender and infertility  
Lived experiences of female factor infertility appear to be related to gender roles and defini-
tions. It is widely known that gender is a social construct as opposed to a biological classifica-
tion of the sexes. Gender as a social phenomenon has the inevitable potential of influencing 
perceptions that extend from a personal level of experience to a community level of perception. 
Gender definitions inform personal perceptions as well as ascribe responsibilities to social 
members according to biological sex assignments, for example, female or male (Eckert & 
McConnel-Ginet, 2013).  
 
While certain ways of behaviour are prescribed in several socio-contexts and ascribed to either 
men or women, there are no biological descriptions or inclinations towards certain behaviours, 
roles and responsibilities. It is evident from this premise, that gender is, therefore, socially 
constructed and considered to be fluid. This is contrary to sex which is biologically defined. 
The exact definition of gender is itself difficult to state as there are many ways of defining 
gender across the literature. In this study, the befitting definition sees gender as a performance 
of socially constructed justifications of biological sex classifications and in essence, something 
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we do, rather than something congenital or something we have (Eckert & McConnel-Ginet, 
2013).   
 
In most socio-contexts gender role identities ascribed to women often compel women to define 
themselves by their ability to live according to societal standards of childrearing, motherhood 
and serving as primary domestic custodians of families. It is in this manner that women who 
may not attain these statuses may view themselves negatively. This is because they may not be 
able to sustain marriages, for instance, unless they are mothers or may not be able to gain power 
statuses by being custodian to their biological children. It is important to note here that although 
women may be informed by socially constructed definitions of gender about their own identity 
and sex classification, they may also tend to passively internalise the social feedback to an 
extent of viewing themselves negatively or as socio-contextual ideologies may dictate. Gender 
identity roles that align womanhood with motherhood are likely to have an invalidating impact 
on women with infertility, who are otherwise not able to meet the prescribed gender identity 
roles of child-rearing.   
 
An example of this is how in middle eastern societies gender identity roles play a significant 
role in mediating lived experiences of primary infertility. It also appears in this context that the 
women’s lived experiences of infertility may result from secondary socio-contextual factors 
rather than an innate inclination to view the self poorly because of infertility. The culturally 
relative gender identity role expectations place a high value on motherhood as well as define 
womanhood according to standards that emphasise marriage and childrearing. These defini-
tions are also being regarded as the woman’s way of maintaining power and status in a marriage 
(Mumtaz et al., 2013). For instance, a married woman without children is not regarded and 
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acknowledged with similar respect as the married woman with children. Therefore, mother-
hood and marriage afford women in this context a higher social status.  
 
Besides receiving socio-contextually based feedback which invalidates women as autonomous 
and capable of attaining higher social status without achieving motherhood, middle eastern 
societies such as Muslim communities tend to have beliefs that consistently border on gender 
biases. For instance, in these socio-contexts, male infertility is disregarded and women who 
are in childless marriages are perceived from superstitious lenses and believed to be ill-spirited. 
These socio-contextual ideologies around infertility and the female gender are capable of in-
fluencing the woman’s beliefs and interpretation of herself. This is reflected in middle eastern 
women’s treatment-seeking behaviour. Their treatment-seeking behaviour usually involves a 
consultation with herbalists and spiritual healers, either before seeking medical treatment or 
for treatment to be used adjectively to medical regimens (Griel, et. al., 2011).  
 
Although seeking traditional methods of treatment may likely be tied to economic constraints 
as fertility treatments are expensive in other countries, it is also questionable whether this 
health-seeking behaviour is not in part influenced by social beliefs around female factor infer-
tility as a sign of bad spiritual omen (Griel, McQuillan & Slauson-Blevins, 2011). Those beliefs 
may also be interpreted at a personal level by women who may believe that they are carrying 
a kind of spiritual curse in their bodies. Distress and psychological conflict around one’s body 
may be escalated and may also affect the women’s validation of their womanhood.   
 
Gender role identity and definitions across ethnic groups and socio-contexts reveal significant 
disparities in experiences of infertility between women in western and advanced industrial so-
cieties and women in developing societies (Griel et. al., 2011; Dyer et. al., 2002). Griel et. al. 
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(2011) explain that infertility experiences are mostly patriarchal in many middle eastern soci-
eties and developing countries, exempting men from the negative societal feedback imposed 
on their female counterparts. Women in these societies carry the burden of infertility mainly 
due to the rigid ideologies around womanhood, power, status and childrearing. On the other 
hand, descriptions of manhood are minimally aligned to the number of children he has within 
his marriage, consequently, remarriage is seen as the proper remedy for a man’s childlessness 
other than the active seeking of medical or other alternative treatment.  
 
However, this is different within matrilineal societies because infertility in women and mar-
riages is not attributed to gender roles (Griel et. al., 2011). These are typically western or ad-
vanced industrialised communities where childlessness is readily accepted as a choice for some 
couples or women. Women in these social contexts, which are often likely to be of a higher 
socio-economic status, maybe spared of negative social feedback and the consequent inclina-
tion for negative self-interpretations. One may, in line with these findings, expect a rather un-
biased set of beliefs around gender identity roles and a somewhat neutral acceptance of child-
lessness within marriages or even in unwedded women of child-rearing age. However, these 
findings do not imply an absence of social influence in the women’s experiences of primary 
infertility. 
 
Griel et al. (2011) further posits that albeit not necessarily being confined within the limitations 
of social prejudice and alienation, women in these societies were most likely to experience 
infertility as a ‘secret stigma’. It appears that primary infertility is still experienced in a negative 
light due to the subtle social constructions of the medically based failure to attain fecundity. 
This further indicates that primary infertility is not necessarily accepted without judgment or 
purely as a choice to not bear children.  This results in women and couples bearing the burden 
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of infertility in secret. Of course, medical conditions such as infertility are preferred to be ex-
perienced in the privacy of those diagnosed, yet this secrecy seems to exist due to a lack of 
society’s readiness to accept sterility in either men or women. Superficially, the experiences of 
primary infertility may appear to be unaffected by social beliefs around gender, femininity, and 
parenthood in these particular social contexts.  
2.3.1.2. Gender and infertility in the South African context  
In the African context, the literature is minimally representative of the relationships between gender 
and infertility and this appeared to be similar within the South African context.  In the South African 
context, experiences of primary infertility are closely related to gender constructions. The evi-
dence for this is indicated in the literature citing a possibly biased attribution of infertility to-
wards women albeit an awareness of male factor infertility in communities (Mabasa, 2002). 
As women reach a particular age, certain expectations are imposed on them such as claims of 
motherhood on her life which may be primal to definitions of adulthood, maturity and wom-
anhood (Makoba, 2005). The inability to meet the expected gender role expectations might 
result in negative feedback from the woman’s immediate community and potentially lead to 
interpersonal conflict that the woman may experience in response to that societal feedback and 
her infertility.  
 
These negative existential experiences of infertility are observed more in women than on men 
although men mutually participate in marriages or couple subsystems. It is often overlooked 
that male-factor infertility might equally be accountable for childlessness in a marriage. There-
fore, women consequently bear the burden of infertility in isolation. The same is evident in a 
South African context, particularly in black communities where women are reportedly sub-
jected to stigmatisation, social exclusion and harassment, while men are exempted from this 
negative feedback (Mabasa, 2002).  
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A study by Mabasa (2002) conducted in a black South African community shows that women 
in childless marriages were likely to receive negative feedback expressed mainly in attitude as 
well as being accused of ill superstitious practices. The presumption that only the woman car-
ries the infertility diagnosis was also found to be responsible for the gender-biased mispercep-
tions of involuntary childlessness in marriages. These unfounded gender-biased beliefs extend 
to misrepresentations of the women’s personalities and behaviour. It appears that women who 
are thought of as unable to achieve fecundity are believed to have somewhat aberrant patterns 
of behaviour (Mabasa, 2002). However, the reported beliefs around aberrant behaviour and 
infertility ascribed to women with primary infertility in these particular social contexts are not 
clearly accounted for. It is unclear whether this may be a misrepresentation of an otherwise 
acceptable behaviour or whether the behaviours occur in response to communal feedback re-
ceived and interpreted at an interpersonal level by the woman. For instance, the belief that 
women with primary infertility are socially withdrawn and unapproachable is not justified 
through clear expositions of what the preceding events may have been for the woman to isolate 
herself or withdraw from communal participation.  
 
The reported behavioural withdrawals and inhibited interactional patterns by women with in-
fertility may also be a response to the negative feedback received within the social context.  
These specific social contexts may be experienced as hostile and threaten the women’s sense 
of belonging within a community. Conversely, the observed aberrant behaviours may be valid 
but may likely be unrelated to infertility. The reported gender biases in these particular social 
contexts fail to account for whether the lived experiences of female factor infertility are either 
primarily due to the unattained maternity or are secondary to unfounded socio-contextual ap-
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praisals of childlessness. The absence of evidence in the apparent correlations between psy-
chological disturbance and primary infertility exposes a lack of merit in socio-contextual ide-
ologies around female gender identity roles and fecundity or its absence thereof.    
2.4. Infertility and Religious Orientation  
2.4.1. Health beliefs: Implications on treatment-seeking behaviour and reflections on the 
experience of the self  
2.4.1.1. Fatalism      
Of the many identified themes in the literature on religiosity and lived experiences of primary 
infertility, fatalism seems to be predominant and appears to serve an indistinguishable function 
at different stages in the life of a woman battling primary infertility (Bell & Hetterly, 2014). 
However, the most predominant function seems to be that of a coping strategy, employed par-
ticularly in phases of experiences of helplessness and lack of control over their bodies in the 
process of trying to conceive both through ART or naturally, post or prior to medical interven-
tions. Fatalism is observable across diverse social milieu and ethnic groups, albeit a stereotyp-
ical classification of it as an attitude exclusively existing within communities, especially those 
of people of African descent and a somewhat poor socio-economic status (Bell & Hetterly, 
2014).  
 
It is indisputable that infertility is primarily medicalised and limited attention is given to its 
contextual experiences (Bell & Hetterly, 2014). When there is a shift from a medicalised aspect 
of infertility, distinct experiential dynamics occur and influence women’s views of the self in 
relation to infertility within a particular socio-context as well as her treatment-seeking behav-
iour. It is a serious process to re-interpret oneself in relation to infertility, when one would have 
had an otherwise stable sense of self that was unaffected by infertility, as this process may 
claim different psychological responses from any individual. Processes that yield changes that 
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threaten a sense of self are reasonably expected to be disturbing to some extent. The individual 
may in this state of experience then employ defence strategies that modify the intensity of these 
experiences. 
 
Although fatalism seems to be adaptive, it is also questionable as a functional health belief. 
The literature consistently displays a possible preventative stance of fatalism which paralyses 
agency and influences treatment-seeking behaviour (Bell & Hetterly, 2014). Bell and Hetterly 
(2014) indicate that women with higher socio-economic status expressed fatalism as a coping 
strategy after exhausting other treatment options while women with poor socio-economic status 
believe their childlessness is determined by a higher power, and typically expresses these be-
liefs as a way of coping with lack of access to alternative treatment methods.  
 
Fatalism may serve a uniform function. It mediates experience at different levels of the 
women’s process of attempting to attain fecundity and appears to remove the self from the 
experience itself. For instance, women with a high socio-economic status express that after 
exhausting all treatment options they rely on fatalism and remain hopeful for a live birth or 
pregnancy. Women with poor socio-economic status expressed a need to believe in something 
other than medical treatment, which is often inaccessible to them due to economic constraints. 
Fatalism in this case also appears to remove self-blame from the experience of primary infer-
tility through attribution of the unattained fecundity to a higher power.  
 
Fatalism, therefore, seems to counter the negative experiences of infertility that are attributed 
to the self. Bell and Hetterly (2014) claim that fatalism is a potentially adaptive attitude that 
instills hope and modifies the anxiety of unattained fecundity. However, there appears to be a 
passive response to infertility in women who attribute their infertility to a higher power and 
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this may consequently prevent agency, especially in women with a low socio-economic status 
while in women with a high socio-economic status it may prevent agency in seeking support 
for the experiences of failed treatment alternative which may likely induce distress. Fatalism, 
therefore, appears to serve a somewhat circular function and appears to nullify responsibility 
in the cases of women with poor socio-economic statuses while not necessarily yielding desir-
able rewards.  
 
The distress around childlessness may be experienced by religious or spiritual women with less 
intensity although the state of dissatisfaction can remain from a sense of discontentment deriv-
ing from an unattainable and yet strongly desired maternity. Although fatalism assists in me-
diating a seemingly positive experience of primary infertility, it does not appear to necessarily 
affect the women’s view or interpretation of the self in an adaptive way. Instead, fatalism may 
lead to detachment of the self from the experience through causing a cognitive pattern of dis-
placement of intense and sometimes negative psychological reactions such as anger, disap-
pointment, and guilt. In this manner, one may then express negative psychological reactions 
towards a deity and therefore, nullify an experience of oneself as a woman with infertility.  
 
Spirituality and religion seem to serve a protective factor in most individuals. It is indicated 
that the reliance on spirituality in order to interpret the self and experience of primary infertility 
is commonly expressed through fatalism. Involuntary childlessness appears to be experienced 
by women in both low and high socioeconomic status and of both Caucasian and African de-
scent as an event beyond one’s control but in the authority of a deity. A deviation, however, 
occurs in expressions of this attitude as either God’s will or fate, indicative of a difference in 
references to the higher power that may have authority over the women’s bodies. Despite a 
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firm belief in the Deity or in other supernatural entities, the function of fatalism steadily appears 
to be protective to the women (Bell & Hetterly, 2014).  
 
2.5. Religion and Spirituality  
2.5.1. Religion and Spirituality: Implications on existentiality and meaning 
While infertility is primarily formulated from a biomedical model, it inevitably affects couples 
in a holistic sense and can potentially lead to a disturbance in one’s general sense of well-being 
(Hassani, 2010). Roudsari et al. (2007) claim that conventional and mainstream treatment in 
infertility tend to focus mainly on the psychological and social aspects of infertility and ne-
glects the spiritual aspects of experiences of primary infertility. The increase in presentations 
of women who question their meaning in life and have other existential questions indicates that 
religion and spirituality tend to have an impact on how women experience themselves within 
a particular social context (Roudsari et al., 2007). Religion and spiritual orientation are reason-
ably expected to inform individuals’ sense of identity and meaning, although that which em-
phasise childrearing may implicitly induce a sense of inadequacy in women with infertility.  
 
Religion is also arguably critical in contributing to a person’s sense of self and general satis-
faction in life. Adherence to principles and doctrines of religion may increase one’s quality of 
life and spiritual fulfilment. A perceived inability to live a spiritually balanced life because of 
unattained but desired maternity may conversely increase the individual’s psychological dis-
tress. A quest into one’s meaningfulness of life and existential challenges may be prompted by 
religious and spiritual orientation. Treatment seeking behaviours of women across socio-con-
texts do indicate the spiritual aspects of infertility experiences where women who attribute their 
infertility to a higher power seek some kind of divine intervention and consult with spiritual 
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healers with whom they may have a shared explanation or etiologic account of their infertility 
(Fatima et al., 2016).  
 
Although some studies argue that seeking a non-medical treatment intervention may result 
from the inaccessibility of optimal health care facilities and economic constraints, other spheres 
of literature dismiss this view as these patterns in treatment-seeking behaviours are observable 
across social classes (Bell & Hetterly, 2014; Fatima, et.al., 2016). From this standpoint, it re-
mains questionable whether the passive attribution of infertility to divinity or a deity does not, 
on its own, facilitate a spiritual or existential crisis as individuals seem to limit their life 
fulfilment to a sole entity, dismissing other aspects of their being as necessary to contribute to 
the meaningfulness of life in spite of the absence of an offspring.  
2.5.2. Religion as an adaptive coping mechanism in experiences of infertility 
There is widespread literature on religion and how it influences perceptions of health and ill-
ness. However, it is arguably minimal in the context of infertility, with some studies indicating 
that religious orientations do serve an adaptive role in experiences of infertility. For instance, 
Oti-Boadi and Asante (2017) indicate that Ghanaian women expressed a sense of relief and 
experienced the distress of infertility with less intensity when they perceived their infertility 
from a religious lens. There were however indications of psychological distress that co-oc-
curred with religious coping with anxiety disorders reaching a heightened level in women who 
displayed positive religious coping.  
 
Demographic specifiers such as age and marital status were concurrent with negative religious 
coping. This has also exposed religious coping strategies as somewhat superficial and not en-
tirely adaptive apart from conditionally postponing immediate distress and negative self-views 
related to infertility. On the contrary, other studies indicate that religion and spirituality had a 
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positive impact on individuals who experienced illness and adverse life events. Infertility is 
often experienced with distress and for most individuals learning of one’s infertility may be a 
life-changing event that may qualify as a life crisis. There have been indications of spirituality 
and religion as assisting in resolving certain life crises such as those which threaten the indi-
vidual with existential enquiries into the self and prompt perplexities around the meaningful-
ness of their lives. Infertility-specific distress is found to comprise experiences suggestive of a 
lack of certainty about one’s existence and meaning in life (Roudsari et. al., 2007). 
2.6. Ethnic disparities in lived experiences of infertility  
2.6.1. Ethnicity and Race 
The significance of ethnicity in this study comes from a deliberate omission of the use of race 
and racial differences. A reference to race in this study is likely to pose a risk to limitation of 
access to study samples and consequently, a failure to achieve depth and richness of the raw 
data. The definitions of race across literature show a constriction of the term to biological char-
acteristics used to classify individuals according to different racial groups. As Santos et al. 
(2010) put it, race is limited to morphological characteristics and racial classifications have 
historically been based on biological features such as skin colour, hair texture, and shape of 
nose, for example. While there may be some significance to these kinds of classifications, be 
it for the purpose of preserving ancestry or maintaining the homogeneity of a specific pedigree, 
race has no significance for this study. The primary reason is that biological traits referred to 
in descriptions of race have no known impact on experiences of external phenomena such as 
the one studied herein. The use of the concept of race could encourage the peril of viewing 
society in narrow lenses of merely classifying people as either black or white. This in itself 
poses a serious limitation in comprehending human complexities and it could almost inevitably 
exclude the cultural realm in ethnicity. 
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As a result, the researcher makes use of the concept of ethnicity to avoid the limitation high-
lighted above regarding racial divisions that define social groups. Ethnicity is a difficult con-
cept to define. It is a multifaceted concept and ethnic identities are made through kinship, reli-
gion, language, geographical habitation, and nationality (Santos et. al., 2010). All of these as-
pects are likely to have a mediating effect on the experience of phenomena. Self-identity and 
meaning may also be informed in the micro-aspects of ethnicity.  
2.6.2. Ethnic disparities and experiences of primary infertility  
It is well known that the experiences of similar phenomena may vary in different personal 
contexts. Global and local literature continue to display ethnic disparities in lived experiences 
of infertility, with notable differences being overt between majority and minority ethnic groups 
(Dyer et al., 2002; Griel, et. al., 2010). Women of African descent have been found to experi-
ence primary infertility in a negative light compared to women of European descent. The like-
lihood that socio-contextual aspects such as cultural orientations and ideologies may be respon-
sible for these differences cannot be ruled out.  
 
Comparably, Asian and Middle Eastern women experienced infertility in a negative light and 
the self-reported narratives of primary infertility experiences indicate a need to adhere to cul-
tural convention and social ideology on gender identity roles which were strongly rooted in 
pronatalism (Griel et. al., 2010). Studies conducted in the South African context amongst three 
different ethnic groups with different socio-economic statuses indicate that infertility is likely 
to be experienced in a negative light in these contexts as well. Communal ideologies on infer-
tility in three different tribes originating in different parts of the country indicated negative 
evaluative judgements of childless women.  
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The interpretation of infertility in these social contexts appeared to occur in different dimen-
sions which indicated as biomedical, supernatural, and mythological. Albeit an acceptance of 
the biomedical interpretations of infertility, childless women were often thought of as having 
engaged in behaviours that were not socially endorsed and which resulted in their infertility. 
Amongst these behaviours were a history of termination of pregnancies and promiscuity which 
would have resulted in sexually transmitted diseases that are sometimes accountable for infer-
tility in women (Mabasa, 2002).  
 
Superstitious and mythological explanations of infertility bordered on taboo and sorcery. 
Women who were childless were thought of as having done something that is regarded as an 
impurity which may have resulted in infertility as a curse or punishment. Women and couples 
known to have primary infertility in these ethnic groups were also believed to have been, 
amongst other things, victims of witchcraft. Spiritual explanations were also incorporated in 
exploratory models of infertility in context and a predominant belief was infertility is likely to 
be a consequence of sin and punishment imposed on either the woman or man by God. How-
ever, there seemed to be partial social support and acceptance for couples believed to be sterile 
while fatalism was also represented as a strong belief that was expected to assist childless 
women and couples with coping (Mabasa, 2002).  
 
It is unclear how conclusions are made about the etiological factors of infertility in these con-
texts. It is, however, reasonable that a community with longstanding social ties between its 
members may likely engage in relationships and interactions that allow for boundaries to be 
infused and thus allowing certain and typically private information to be known to members 
who may otherwise not closely interact with one another. Women who are believed to have 
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primary infertility due to socially unaccepted phenomena such as induced abortion and infec-
tions that are acquired sexually were more stigmatised than those believed to be victims of 
unfounded circumstances such as witchcraft or mythologic phenomena.  
This has resulted in social support being limited to those who were believed to have not brought 
the infertility onto themselves through faulty behaviour. Reports that expressed a belief in the 
higher power as the solution to infertility were also expressed and these were also found to 
discourage agency and reinforce the helplessness that is likely experienced by childless women 
or couples that desire parenthood (Mabasa, 2002).  
Similarly, the reports of lived experiences of infertility by women in these social contexts are 
consistent with widely accepted perceptions of infertility in their communities. Social isolation, 
loneliness and shame are some of the reported themes reciprocating the negative perceptions 
of and attitudes held against involuntary childlessness (Mabasa, 2002). This further reveals a 
communally based intolerance of involuntary childlessness and how this can negatively influ-
ence the lived experiences of infertility altogether. Several maladaptive coping strategies such 
as extreme materialism, substance misuse and kidnapping are reported while other ways of 
fulfilling a desire for motherhood or parenthood such as adoption are discouraged.  
 
Therefore, it appears that being childless in these contexts may somewhat pose an existential 
dilemma suggested by the ‘double bind’ expectations imposed on childless couples. Ideologies 
on infertility often exist in contrast with each other. For instance, marriages are only considered 
complete on the basis of containing biological children and women’s status and power is de-
pendent on motherhood, yet in events where such are inevitably unattainable, despite the alter-
native measures that exist to fulfil these role expectations, invalidating judgement is imposed 
founded on a rigid belief system that holds marriage, courtship and womanhood against unre-
alistic standards.  
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In advanced industrialised societies, however, where an evenly represented population of child-
less women seeking infertility treatment comprises mainly of Caucasian woman, it appears that 
infertility is likely experienced in a different manner (Griel et. al., 2011). Infertility is, instead, 
experienced as a secret stigma as it is almost an unspoken subject and since it is passively 
believed that women who are childless are always voluntarily childless. Therefore, minimising 
the reality of infertility as something one may be battling. Women and couples with infertility 
in these contexts are undoubtedly spared of the overt secondary effects of infertility that are 
socially constructed and may likewise experience minimal distress specific to their infertility.  
In other words, infertility specific distress may be minimal in these social contexts and may 
less likely be precipitated by the social context with which one identifies.  
 
However, Lyser-Whalen et al. (2012) indicate in their study that women of African and His-
panic descent displayed a likelihood of experiencing heightened levels of infertility specific 
distress as opposed to women of European and Asian descent. These findings are indicated 
independent of the socio-economic and marital status of women and it is emphasised that social 
support seems limited in these communities and most women of African descent were likely 
to report minimal to poor support from partners and family members. The lack of social support 
and possible negative sanctions of infertility in a pro-natalist society indicate a good potential 
for a negative experience of primary infertility within this ethnic group.  
 
Pronatalism may very well be interconnected with various socio-contextual aspects exclusive 
to various groups of people, a community of African people or those of African descent is no 
exception to this. Failure to meet the expected standards of womanhood and conform to beliefs 
on gender identity may result in rejection and social exclusion which may adversely impact the 
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woman’s experience of infertility with a possibility of developing serious psychological dis-
tress.    
 
The above findings affirm that ethnic origin is likely to mediate lived experiences of infertility, 
however, the individual’s immediate social context holds a stronger influence on the percep-
tions, experiences, and interpretations of infertility. Ethnic origin has historically determined 
socio-contextual classifications, with certain ethnic groups afforded a status in the middle class, 
good socio-economic standing, access to education and good employment. 
 Other groups were conversely classified within the poor socio-economic, lower working-class 
community with a serious lack of access to educational advancements and strongly limited 
opportunities of ever occupying good employment. For instance, ethnic groups that were con-
sidered a minority were systematically isolated with poor standards of living. However, con-
temporary literature indicates a more fluid intersection of social contexts, contrary to the former 
social exclusions.  
2.7. Intersectionality and socio-contextual factors  
The intersectionality approach appears relevant and befitting in this study as it reveals a possi-
bility of the interplay of aspects deriving from distinct socio-contexts that can potentially in-
form the generic perceptions and interpretations of the self-concerning involuntary childless-
ness. This is likely to occur due to infused social strata that influence identity construction and 
meaning, although they are independent of one another.  Although a clear description of inter-
sectionality is absent, several scholars have aligned intersectionality with identity and social 
classification.  
 
It is argued that individual identity based on social classification is not exactly rigid and may 
evolve constantly because social contexts are intertwined (Else-Quest & Hyde, 2016).  It is 
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important to indicate that although the intersectionality approach is embraced herein, this is not 
in such a conventional manner as would appear in feminist research or as would be in the case 
of Kimberly Crenshaw who pioneered the theory of intersectionality and emphasised on ine-
qualities affecting minority groups evolving within and across socio-contexts.  
 
In this study, intersectionality is explained as revealing a relationship between social identities 
assumed by individuals at different stages of life. Social identity may depend on several so-
cially constructed aspects including conceptualisations of illness or any other phenomenon. 
Women with infertility may thus have their identity affected by the complexities around self-
perception and identity that are socially defined than intrinsic. For instance, strongly religious 
or highly spiritual women who belong to advanced industrialised societies that do not otherwise 
stigmatise infertility may still experience a certain level of anxiety and uncertainty related to 
childlessness due to religious or spiritual identity and its related beliefs such as fatalism.  
 
It is evident that social identities intersect and induce distinguished experiences of the self 
within the different social contexts. The lived experiences of primary infertility may not always 
be affected by the macro-system, such as social class, socio-economic status, religion or eth-
nicity. The micro aspects such as religious and gender identity ideologies learned early in life 
may intersect with other aspects of the major social context such as the separation of life satis-
faction from child-rearing and instead associate life satisfaction with career advancements and 
marriage satisfaction. Therefore, in this regard, infertility specific distress may occur unmedi-
ated by the major socio-context but as secondary to the minor socio-contextual aspects.  
While primary infertility is diagnosable medically and is conventionally treated through med-
ical regimens and other scientific techniques, it also emerges as a socially constructed phenom-
enon, defined according to popular and formerly established tradition. There is evidence that 
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the lived experiences of primary infertility occur within social contexts while self-interpreta-
tions are informed by social factors. They are not limited to intra-personal dynamics involved 
in living with a major medical condition which undermines the ability for natural conception 
and childrearing. The literature further reveals minimal neutrality in infertility experiences and 
indicates that infertility is mainly experienced with psychological distress and disturbance in 
other areas of functioning such as in marriage and other social relations.  
 
Therefore, religion and spirituality seem to modify the intensity of psychological distress by 
providing coping strategies, with fatalism being the most reported belief aiding remedial ef-
fects. However, while most socio-contextual factors may precipitate distress and yield negative 
meaning attributed to the lived experiences of infertility, fatalism may also serve as a hindrance 
to agency, preventing access to medical and psychological treatment, therefore perpetuating 
distress. Both global and local literature reveal trends that indicate an association between neg-
ative lived experiences of infertility with religion, gender, ethnicity and socio-economic status 
with advanced industrialised societies being an exception, although there is subtle stigma indi-
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CHAPTER THREE 
THEORETICAL FRAMEWORK 
3. HERMENEUTIC PHENOMENOLOGY  
This chapter introduces the study’s theoretical framework. The researcher employed 
hermeneutic phenomenology because of the primary focus of this study which is to investigate 
the lived experiences of phenomena. Hermeneutic phenomenology, as opposed to descriptive 
phenomenology, allows for contextual interpretation of the self and description of meaning 
deriving from interactions that occur between the subject and their social context. It provides 
accurate guidelines in describing and interpreting the lived experiences of infertility as they 
occur within a social context. This chapter presents a  brief history of hermeneutic 
phenomenology, its core concepts and argument as well as the researcher’s critique of the 
method.  This section also discusses the relevance of hermeneutic phenomenology to this study. 
3.1. Background and History 
Hermeneutic phenomenology was introduced as a method of interpretation by Martin 
Heidegger following the inception of Husserlian phenomenology. It was developed further by 
scholars such as Wilhelm Dilthey, Hans Georg Gadamar and Maurice Marleu-Ponty.  Husser-
lian phenomenally is concerned with describing lived experiences of phenomena through phe-
nomenological reduction. On the other hand, Hermeneutic phenomenology is more concerned 
with problems that emerge in human behaviour and the products of such behaviours in given 
narratives and/or written texts (Stanford Encyclopaedia of Philosophy, 2016). Phenomenology 
as a method emphasises first-hand experience of the world by the subject and the interpretations 
that derive from such an interaction.  
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The methodological aspects from Heidegger’s Hermeneutics indicate that the crux of herme-
neutics is also on the existential analysis of human existence. Heidegger addresses these exis-
tential questions through an analysis of Dasein, a concept Heidegger introduced to refer to 
being in the world or ‘being there’, with the term being referring to an entity which in this case 
will be the person. To understand the aspects of the existence of a being in the world would 
inevitably require interpretation to disclose the meaning attached to the self as a being in the 
world (The Stanford Encyclopaedia of Philosophy, 2016). Although this interpretation is im-
possible on behalf of another, the narratives of the women who experience themselves regard-
ing their failure to achieve conception or a live birth stand to be further interpreted to disclose 
the meaning attached to the self as it exists with infertility within a particular socio-context.  
3.2. Hermeneutic phenomenology: Overview 
Husserl’s descriptive phenomenology rejects pre-existing judgements by introducing the pro-
cess of epochè. For Husserl, the term epoché simply implies the suspension of judgment or 
own knowledge of the subject of analysis or experience (Giorgi, 2005). He further posits that 
a descriptive phenomenologist may not in any way achieve a pure description of experiences 
of phenomena if the process of acquiring such knowledge is contaminated by personal 
knowledge units pre-held prior to the encounter with the phenomena that is the object of en-
quiry. Therefore, epochè or phenomenological reduction becomes necessary for a descriptive 
phenomenology researcher.  
 
Husserl and Heidegger established a common ground on the premise that phenomenology as a 
method focuses on the first-hand experience of the world by the subject and the interpretations 
derived from such an interaction. However, due to some major disagreements, Heidegger has 
since responded to Husserl’s descriptive phenomenology by proposing Hermeneutic phenom-
enology and insisting that epochè is not entirely possible. For Heidegger, the rejection of pre-
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held ideas and prior knowledge implies superficiality and may potentially take away the ele-
gance of phenomenology as a method. Heidegger’s response saw him attest to the possibility 
that an established Hermeneutic circle may be necessary to respond to the methodological in-
sufficiencies of descriptive phenomenology and generate the best interpretations of phenomena 
(Dowling, 2007).    
 
A Hermeneutic circle is a process of understanding that embraces and argues for the fact that 
every understanding and interpretation of phenomena occurs out of our presupposition (Gron-
dlin, 2015). The hermeneutic circle doctrine is an important deviation of hermeneutic phenom-
enology from descriptive phenomenology, that is, the two major phenomenology paradigms 
differ first and foremost in methodology. However, despite the deviation from descriptive phe-
nomenology, hermeneutic phenomenology similarly focuses on the lived experiences of phe-
nomena.  
 
For Heidegger interpretation instills depth in phenomenology as a method, in contrast to mere 
descriptions of the phenomena experienced. That is, phenomenology ought to be an interpre-
tive process of the experience of a ‘Being in the world’ or ‘Dasein’ which in simple terms 
means ‘being there’. Hermeneutic phenomenology takes an ontological stance since its primary 
concern is on the nature of things in themselves as opposed to an enquiry on epistemological 
properties of what is not known in its intrinsic essence (Dowling, 2007; Reiners, 2012).  
 
Heidegger (1889-1976) emphasises the extension of phenomenology as not merely a method 
that is solely applicable for descriptions of experience. It is notable that a described experience 
nonetheless reaches the phenomenologist or researcher as a cluster of various interpretations 
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occurring within the space and time of the subject of experience. That is, the self that experi-
ences phenomena do so within its context and as it is conscious of it. Heidegger employs the 
term Dasien to denote the existence of a being in time or the world. Simply put, implies ‘being 
there’ in time and within a specific type of context. Hermeneutic phenomenology acknowl-
edges the importance of description, although in this case a mere description of phenomena 
may pose a risk for superficiality when interpretation is negated, and depth is unachievable.  
 
This study encompasses Hermeneutic phenomenology as the researcher appreciates the inevi-
table self-interpretations of the participants of the study. These self-interpretations may be in-
formed by intrinsic and intra-personal dynamics as well as the external world, especially the 
social context. Moreover, the researcher’s awareness of the interaction between individuals and 
their social environment necessitates Hermeneutic phenomenology to guide interpretation of 
the narratives of experience as it occurs within distinct socio-contexts.  
3.3. Dasein in context 
Humanity for Heidegger comprises of awareness of the self as belonging to one, exclusively, 
as well as awareness of other beings in relation to oneself but not necessarily identical to the 
self (Mulhall, 2013). Dasein exists in a relationship with other Dasein and is intrinsically in-
clined to view itself as it sees others in its context, also identifiable as Dasein on the basis of 
their ontological properties. This however does not nullify the fact that Dasein inevitably finds 
itself in a state of aloneness sometimes and neither does it remove from Dasein its capacity for 
self-awareness in this state of absence of other entities with whom it identifies (Mulhall, 2013).  
As such, Dasein exists in context and in relation to other beings of its essence and this implies 
an inevitable process of gaining inferential meaning of the existential self in accordance with 
its macro context and the necessary micro aspects thereof. However, as Heidegger may posit, 
this identification of the self with the other does not replace the fact that Dasein is essentially 
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alone in the world or that self-awareness and interpretation will not be possible outside of the 
social context. This further appears to have been a way for Heidegger to speak to personal 
uniqueness albeit an inclination to identify with other beings in context.  
 
Moreover, Dasein’s existence and its awareness of this is in essence facilitated by its relation-
ship with its environment and the beings alike. This is congruent to the researcher’s enquiry on 
experiential aspects of infertility that may otherwise be facilitated by aspects in one’s commu-
nal context. The individual, herein as the being within time and space, interprets itself accord-
ing to its context and observation of essentials of being in other Dasein within context; thus 
viewing itself in reference to how it views others. A woman whose self-identity relies on con-
textual definitions of gender identity roles tied to motherhood is likely to interpret herself in 
the light of woman then mother as an ideal structure of self, for example. One may conclude 
that Heidegger posits that Dasein’s meaning and identity are strongly attached to that which is 
known through ontological awareness of external entities and inductive inference.    
3.4. Dasein in Being and Time: a critique  
Heidegger appears to have postulated only that Dasein is essentially aware of itself as a being 
in its mineness within a wider context in which other Dasein participate. It is possible that he 
denoted the meaning of being as primarily dependent on these relationships, disregarding au-
tonomy in meaning derivation. Therefore, personhood for Heidegger is closely related to com-
munity, with the collective meaning being attained without any mention of the self returning 
to itself to gain intrinsic meaning based on own experiences of the self independently of the 
world. As may be in Dasein’s state of aloneness in which one realises the self as essentially 
alone in the world but seemingly failing to derive meaning on its own existentially while in 
that state of aloneness - that is, the state of aloneness experienced by Dasein seems to be passive 
and not useful in deriving meaning or interpretation without the other.  
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It appears herein that there may be a notable disregard of Dasein’s capacity for self-reliance 
and non-conformity concerning its own self-interpretation. However, it is acknowledged that 
Heidegger’s magnum opus is incomplete with the second part never having been to print and 
this may account for the seemingly incomplete exposition of the exact ontology of being (Mul-
hall, 2013). However, given the premises of Heidegger’s earlier parts of Being and Time, it 
stands questionable whether Dasein as it is described would have its meaning derive from a 
rather infused sense of personal boundaries and communal descriptions of an ideal self. This 
may further precipitate self-invalidation and possible existential conflict in cases where 
Dasein’s mineness is realised outside of convention and community. This is revealed within 
the context of this study as women with infertility may derive personal meaning from immedi-
ate social contexts and only be aware of the impact of infertility that results from conforming 
to the beliefs and social sanctions of such immediate social contexts.    
 
Hermeneutic phenomenology, however, remains relevant in this study and is justified by a 
focus on the lived experiences of a reproductive health problem in women of different social 
orientations. The theoretical limitations of Hermeneutic phenomenology are also addressed 
throughout the different sections of this thesis. And the lived experiences referred to above 
involve perceptions of phenomena and the awareness of how one is affected by them. It is 
expected that these experiences will differ based on different socio-contextual factors contrib-
uting to one’s experience of the world as one exists in it. These socio-contextual factors in-
clude, inter alia, social stratification, religion, cultural orientation, marital status and ethnicity.  
 
It is expected that socially mediated aspects of the experience of infertility will emerge from 
this enquiry, compelling the researcher to assume a Hermeneutic stance in approaching themes 
that emerge from a relationship between socio-contextual factors and the generic construction 
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of meaning already given to experience. The researcher will, in this order, begin interpretation 
of the given narratives to construct a concrete synthesis of meaning units and proceed in re-
flection of the socio-contextual aspects (Giorgi, 2009). This interpretation of the narratives will 
expectedly reveal distinguished perceptions and understanding of the self as the other and of 
the socio-context as it impacts on the women in relation to their inability to achieve maternity.  
3.5. Infertility as an existential crisis: A hermeneutic Enquiry 
Although existential philosophy is traditionally understood with reference to the writings of 
Danish philosopher Søren Kierkegaard (1813-55), it is also recognised from the works of other 
philosophers such as Heidegger (1889-1976), Jean Paul Sartre (1905-1980) and Maurice Mer-
leau-Ponty (1908-1961). The primary premise in the writings of these philosophers revolves 
around the endorsement of a belief that humans may not be understood within a detached and 
disengaged manner with the observer assuming an objective stance as in the naturalism. Exis-
tentialism features appropriately in this regard because of the emphasis placed on the derivation 
of meaning from everyday experiences as perceived by the individual himself (Kafle, 2011).     
 
Existentialism is a critical subject in psychology as it speaks to human existence within a spe-
cific context. One may posit in a generic sense that psychological, physiological (for example, 
disability and physical incapacity) or environmental (lack of security such as in homelessness, 
for instance) aspects and other notable deprivations may gravitate one towards questioning the 
essence of their own existence. Such questions may arise regarding aspects of one’s spirituality 
and higher cognitive faculties such as those on the existence of a Deity, the meaningfulness of 
one’s life or the actual ability for recognition and accessing of higher beings, as in a sense of 
spirituality.   
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An existential crisis is a complex phenomenon and can be experienced in different ways and 
as a response to different life events as well. Butėnaitė et al. (2016) highlight the different 
components of an existential crisis such as the emotional, cognitive and behavioural compo-
nents. An experience of an existential crisis may manifest in different ways suggestive of dis-
turbance in either of the components. This disturbance does not however suggest that an exis-
tential crisis is a pathological state or pathogenic (Frankl, 2014). Butėnaitė et al. (2016) speak 
of an existential crisis in terms of limitations and argue that a person’s confrontation with their 
own limitations may likely result in some kind of existential anxiety. Herein, limitation in any 
of the components may suggest an existential crisis, not necessarily mental illness. 
 
Furthermore, the emotional component of the existential crisis comprises emotional experi-
ences such as hopelessness and despair, emotional pain, anxiety, guilt and loneliness. Cognitive 
components, on the one hand, include a sense of loss of one’s meaning and purpose, a confron-
tation with the finality of life and a personal loss of values and decision-making. The final 
component is expressed through a manifestation of somewhat self-sabotaging behaviours such 
as addictions and a loss of important relationships (Butėnaitė et al. 2016).  
 
Infertility experiences are likely to border on existentialism due to personal constructions of 
meaning. A formulation of components by Butėnaitė et al. (2016) shows that emotional and 
cognitive components of existential crisis are more likely to occur as child-rearing may be 
associated with the meaning of life and parenthood may likewise be a long-term goal towards 
which one may dully prepare the means. A sense of loss of meaning and purpose may occur, 
and at times in conjunction with the feelings of hopelessness and despair, anxiety, and distin-
guishable emotional pain when the attempted efforts to conceive are not successful.  
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Further ontological inquiry into the existential crisis affirms the claim that a lack of meaning-
fulness into life is the center of this crisis. The meaning of life can be derived from distinct 
aspects of life in an adult person. One’s vocation and personal goals are particularly significant 
(Crous et al., 1997). A reflection on the work of Viktor Frankl (1905-1997) reveals that mean-
ingfulness can be derived from striving towards and attaining goals, ideals, values, and pur-
pose. Crous et al., (1997) further indicate that achieving the very goals that one strives towards 
or successfully engaging in means that give hope, allows for a meaningful experience of life 
as opposed to it being void and aimless. 
 
The relevance of existentialism in this study is in relation to motherhood as a long-term goal 
that women may have held throughout their development. From the expressions of Viktor 
Frankl (1905-1997), meaning to life is derived from a sense of purpose and living up to one’s 
calling or ideals. Motherhood may be regarded as a calling by some women while for others it 
may be a long-term achievement desired for a successful completion of an ideal life sequence. 
For example, a successful completion of childhood and adulthood tasks such vocation, com-
panionship, parenthood, old age and retirement, then death. What informs these core beliefs 
around the ideal life and how one reaches a point of conviction of a particular life sequence as 
meaningful is dependent on various personal dynamics. For instance, in patriarchal and pro-
natalist communities, parenthood and motherhood may be regarded so highly that the members 
of these communities passively internalise these beliefs as ideal and essential for a fulfilling 
and meaningful life.  
 
Therefore, the essence of meaningfulness which is at the centre of Existentialism reflects on 
what an existential crisis is and also what it is not. A deduction from the highlighted frames of 
reference indicated in this study reveal that an existential crisis is a period in life where one is 
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confronted with limitations of capacities and lack the ability to perceive a possibility of a dif-
ferent and rewarding state that is beyond their current limitations. An experience of primary 
infertility may lead to a point of loss of purpose and ability to complete an ideal life sequence 
or function as a deterrence towards the individual’s primal purpose. Referring to the earlier 
identifications of the components of an existential crisis, it is likely that emotional pain, anxi-
ety, loneliness and hopelessness may occur and the failure to achieve motherhood as an ideal 
state of being may interfere with the individual’s sense of purpose in life and obscure the pos-
sibility of ever engaging in life in a rewarding manner that is beyond motherhood.  
 
Furthermore, a study of meaningfulness as asserted by Frankl (1905-1997) can only be con-
ducted through a phenomenological method, based on the premise that an experience of mean-
ingfulness in one’s life is wholly subjective and cannot be known for another by the other. This 
leads to an inclination to accept and admit another’s ideals, goals and definition of purpose as 
valid. That is, primary infertility may be experienced as an existential crisis due to a failure to 
achieve a desired ideal of motherhood or a lack of control over external factors preventing a 
realisation of a perceived purpose or calling for one’s life.  
 
However, for other women this may not be a crisis if they attribute subjective definitions of 
meaning to other aspects of their lives such as a career, marriage or a charitable cause. Simi-
larly, one’s experiences cannot be denied on the grounds of another’s perceptions of mother-
hood or fecundity as unimportant for a life to be meaningful. In the light of socio-contextual 
factors that mediate experiences of infertility, one’s experience of primary infertility as an ex-
istential crisis cannot be denied, although there is evidence that the construction of meaning-
fulness is highly relative to ideologies and social orientations. 
3.6. Infertility as a developmental crisis 
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Psychological theories differ in explaining human development. Different approaches are as-
sumed in this regard while psychoanalytic and psychodynamic approaches remain predominant 
frames of reference. Although there is not one specific psychological theory that addresses the 
role of infertility on psychosocial development, psychodynamic theories may assist in explor-
ing the relationship between infertility and psychosocial development. The Eriksonian theory 
of psychosocial development allows for a good understanding of a series of life stages through 
which human beings evolve. Erikson provides an account of virtues and vices that one acquires 
throughout the lifespan. The virtues are attained if and when the individual successfully com-
pletes a developmental task or stage while vices are the maladaptive results of poor psychoso-
cial development (Orestein & Lewis, 2021).  
 
Several social agents or phenomena are important in the different stages of development to 
ensure optimal development of which the absence of such may lead to a maladaptive person-
ality. At times a successful completion of these stages also requires a strong set of intrapersonal 
dynamics while external aspects also play an important role. For instance, an innate ability for 
a healthy psychological adjustment plays a significant role in the successful resolution of the 
psychosocial stages of development, of which in many cases there would have been a success-
ful resolution of the earlier psychosocial stages.   
 
Erikson himself does not indicate the role of child-rearing in human development. However, 
the fourth stage of psychosocial development emphasises intimacy and healthy interpersonal 
relationships and companionship. Good relations with significant others, family and friends 
become critical at this stage and become a primary task of one’s life at a particular age and 
psychosocial development. When this stage is characterised by conflict, either intra-personal 
or interpersonal, the vice of isolation results. Infertility is understood to be experienced as a 
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crisis by most individuals and couples and may precede real or perceived conflict in interper-
sonal relationships or within the individual’s social context. The experience of infertility as a 
developmental crisis can potentially interfere with the life cycle as well as lead to a conflicted 
sense of existence.  
 
Moreover, tradition and convention also play a significant role in internalisation of knowing 
about oneself and the environment. The presence of such core beliefs as those around idealised 
sequences may also contribute to how infertility becomes experienced as a development crisis 
or as interfering with an adaptive series of development. Individuals likely to associate achieve-
ment of certain goals and completion of certain tasks in life such as motherhood with high 
quality of life and meaningfulness are also seemingly most likely to experience a sense of dis-
contentment concerning their own existential experiences. Moreover, the ideal life sequence 
that may be held in such a manner as adulthood, industry, intimacy, companionship, 
parenthood, retirement and death may likely precipitate a developmental crisis. The develop-
mental crisis can follow from failure to achieve parenthood even if this may be due to factors 
beyond the control of the individual whose life progression is held against that kind of an idea 
sequence.   
 
The literature on infertility and psychological processes influenced by an interaction between 
one’s socio-contexts reveals data strongly suggestive of a personal interpretation of the life-
world that potentially predisposes women to psychological ill-health (Simionescu et. al., 2021). 
The psychological phenomena predominant in literature points to anxiety and depression re-
lated experiences self-reported by women with primary infertility. Global studies indicate an 
urge for women with primary infertility to withdraw socially in an effort to cope with the social 
pressures of child-rearing and parenthood (Griel et al., 2011). Ideologies around gender identity 
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roles and idealistic sequences of events for a successful adult life appear particularly as the 
micro-aspects of a rather advanced industrialised socio-context which likely mediates the lived 
experiences of primary infertility and consequently leading to possible self-defeating coping 
strategies (Pedro & Andipatin, 2014).  
 
In other contexts, primary infertility is experienced both within and independently of interac-
tions between the self and their immediate social context. This is indicated also in the devel-
oping countries and most African and Eastern communities (Dyer, 2007; Mumtaz et al., 2013). 
From a hermeneutic stance, it is questionable whether the childless women’s experience of 
their social context leads to negative self-interpretations that pose a risk of poor psychological 
health. For instance, certain events that revolve around child-rearing in the women’s social 
context may lead to experiences of a sense of exclusion and isolation. The women’s narratives 
may also revolve around a sense of disability and consequently lead to interpretations that may 
not enhance mental wellness. 
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CHAPTER FOUR 
RESEARCH METHODOLOGY 
This chapter outlines the research method employed for this study. The researcher elaborates 
on the research design and also provides technical aspects associated with the research design. 
Data gathering methods are discussed as well as the recruitment processes and strategies. The 
researcher further provides an explanation of the data analysis approach employed in this study 
and discusses aspects of maintaining the credibility and trustworthiness of the study. Ethical 
issues and obligations considered and implemented for this study are also discussed. 
4.1. Research Design  
This is a qualitative study and a phenomenological method of investigation was employed in 
order to gain insight into the lived experiences of primary female-factor infertility as they occur 
within the social context. A phenomenological approach to research is particularly important 
due to its emphasis on the human experience. Phenomenology argues for knowledge and study 
of entities that are acquired through human consciousness. This is knowledge of phenomena in 
themselves, pure and as concretely as they exist in the awareness of another (Groenewald, 
2004). The knower, in his or her awareness, gains a particular percept to which he or she gives 
meaning and that meaning is informed by his or her experience of the world as it affects him 
or her. 
 
The process of assigning meaning to an object of perception is described by Husserl (1859-
1938) as ‘meaning acts’, in which the knower confers meaning to phenomena through his or 
her intentional states (Holtz, 2011). In this context, the woman as the self with infertility is 
considered the object of her own perception with the meaning given to self being deduced from 
her interaction with her social context. That is, the view of the self as a woman with infertility 
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may be informed by feedback received from her own social context about womanhood, moth-
erhood, and gender expectations.  
 
The woman is, in this case, aware of the social feedback and derives from it the meaning she 
gives to herself as a woman with infertility. The researcher was therefore interested in under-
standing the meaning attached to the individual’s infertility and how this contributes to shaping 
the lived experiences of primary infertility. The researcher’s interest was also in analysing and 
interpreting the narratives of the women with reference made to the different ‘meaning acts’ 
that are described. This inclined the researcher to assume a hermeneutic viewpoint.  
4.2. Sampling 
The many ways in which a research sample can be defined are inexhaustible across various 
traditions of academic research. A precise definition is almost impossible. However, a univer-
sal conclusion of what sample is and of its relevance to research can be reached. A sample is 
widely identified as a part or a subset of a population that is a subject of research. Sampling is 
relevant in research as it is almost impossible to study the entire population in an attempt to 
answer research questions or solve a research problem (Alvi, 2016). The subset of any popula-
tion studied must be representative of the population from which it is extracted (Acharya et al., 
2013; Showkat & Parveen, 2017). That is, the purpose of selecting and conducting research 
within a reasonable group of a particular population was to achieve a good representation of 
that population and to do so by attaining a realistic generalisability through careful selection.  
Although it may be commonly accepted that a larger sample may accurately represent a popu-
lation, it is also recognised that a valid representativeness of a sample may not wholly depend 
on its numerical measure. Showkat and Parveen (2017) caution that a passive judgment of a 
sample as representative based solely on its size may be misleading unless the sample size is 
itself highly representative of the entire population, in spite of the number of participants in 
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that sample unit. Alvi (2016) further highlights the significance of a sample unit which must 
yield a valid representativeness of a population by reflecting on the peril of a flawed sampling 
process that may compromise the accuracy of the sample altogether.  
 
There is a possibility of over-representativeness or under-representativeness that may occur in 
selecting a sample unit. There may also be some bias in selecting a sample when the re-
searcher’s focus on achieving generalisability is based on numbers and characteristics of a 
sample unit that was selected on subjective judgement and convenience . The sampling errors 
of this nature are systematic errors and sampling bias, respectively, and this may likely com-
promise the entire research study as the findings yielded from the sample unit will misrepresent 
the population for which inferences ought to be made.   
 
There are two widely accepted and used methods of sample selection, probability and non-
probability sampling methods. The latter represents an equal chance for each member of a 
population intended for the investigation to be selected for sampling and the former represents 
a selection of a sample unit that is based on specific criteria and chosen for the study of specific 
characteristics in certain members of a sample unit. That is, probability sampling involves ran-
domisation and has better chances of representativeness than non-probability sampling, which 
involves the researcher’s judgment and knowledge of what is being sought from the potential 
sample. The non-probability sampling method has minimal representativeness of a larger pop-
ulation beyond a specific group under investigation (Showkat & Parveen, 2017). Furthermore, 
each of the two sampling methods consists of different sampling techniques applicable accord-
ing to various research questions and problems.  
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For the sake of this study, the researcher employed the non-probability, purposive sampling 
technique to select a sample unit. A purposive sampling technique is chosen on the convenience 
of the researcher and a sample of participants is chosen based on the researcher’s judgement 
which is grounded on the purpose of the research study. This kind of sampling technique is 
employed mainly in studies that investigate such aspects as lived experiences of phenomena or 
clinical trials, inclining the researcher to approach sampling with some kind of a criteria to be 
met by the participants or the sample unit (Acharya et al., 2013; Showkat & Parveen, 2017).  
 
Babbie (2007) affirms that a researcher employing a purposive sampling method can select the 
sample based on their knowledge and judgment of the population. However, a tolerance of 
judgment in purposive sampling does not necessarily imply a loosely held point of judgment. 
The researcher must make a sound and well-informed judgment about how the data is to be 
gathered and from it will be gathered (Etikan et al., 2015). The purposive sampling technique 
allows the researcher to access information-rich sample units and also allows for in-depth un-
derstanding (Patton, 2015 cited in Gentles et al., 2015).  
 
Although the purposive sampling technique has its strength in allowing for the selection of 
information-rich sample units, it is criticised for its failure to yield generalisability fit for a 
wider population (Showkat & Parveen, 2017). However, because purposive sampling is chosen 
by the researcher with the purpose of the research in mind, this counteracts the weakness in 
generalisability as it is almost only relevant in studies intended to gain in-depth insight and 
understanding of a specific group not the necessarily the larger population. This further indi-
cates the relevance of purposive sampling for phenomenological research, justified by its focus 
on an in-depth study of lived experiences of distinct phenomena such as an illness or a signif-
icant life event.     
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The researcher was sensitive to the inclusion criteria as it is central to the purposive sampling 
technique. The sample must, firstly, comprise of only women and secondly, these women must 
be attending a healthcare facility for treatment and management to ascertain the presence of 
primary infertility. The selection criteria included women from diverse social contexts such as 
ethnicity, socio-economic status and religious orientation.   
 
As a result of this selection criteria, this study is disposed to a purposive strategy identified by 
Palys (2008) as a criterion sampling strategy. This kind of technique is applicable in research 
contexts where the crux lies in the search for participants who meet certain criteria such as 
suffering from a particular illness or experiencing a particular life event (Palys, 2008, p. 697). 
A sample size of up to ten women were considered for this study and that was reasonably 
expected to yield saturation. The selection of participants followed the inclusion criteria indi-
cated above. The purposive sampling technique used herein permitted the selection of a sam-
pling unit that meets criteria expected to yield to the researcher’s inquiry about the phenomenon 
under study.   
 
The sample size in this study was guided by the literature aligned with the methodology and 
method used herein. In qualitative research, a relatively smaller sample size is more traditional 
than it is in other research methodologies. This is primarily in cases where the qualitative re-
searcher focuses specifically on in-depth understanding of phenomena or the meaning derived 
from interactions between various phenomena (Dworkin, 2012). In this study, the researcher 
fulfilled both the latter and the former aspects for the justification of the sample size presented 
in this study. The individual’s life-worlds and the social context were described by the study 
participants and the descriptions of meaning derived from their consciousness of phenomena.   
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The other aspect which informed the sampling cut-off point in this study was the repetitive 
presentation of data which lost relevance at the last interview. That is, saturation was reached 
at the cut-off point and although there is ambiguity around how much is sufficient information, 
the sample size in this study yielded saturation as data reached a peak in relevance. Other im-
portant aspects that informed the cut-off sample included the homogeneity of the sample as 
well as limitations with the accessibility of the sample. This was consistent with the literature 
on factors determining decisions around saturation and cut-off points (Dworkin, 2012). 
 
The sample of this study was accessed in a health facility where the participants presented as 
patients and not research patients. The process of recruiting the participants lasted approxi-
mately six months. The researcher did not interfere with medical consultations and procedures 
during these times and this has been a barrier to accessibility. Secondly, there was evidence of 
shame in other participants who were approached for consent and declined. The third aspect 
informing saturation and cut-off point was the dropout rate of participants who initially con-
sented to participation and later decline based on personal reasons.  
 
There is no known exact sample size deemed acceptable for qualitative studies such as this 
current study. Saunders et al. (2018) indicate this ambiguity of studying the conceptualisation 
of saturation and its determinants according to different research approaches. The sample size, 
although critical in determining saturation, a decision to stop data collection is informed by 
various other aspects. Dworkin (2012) further indicates that a small size of anything from five 
to fifty may yield saturation in qualitative research. Therefore, the cut-off point in this study 
adhered to the wider literature, based on sample size, accessibility, and uniformity.  
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Van Manen (2016) also cautions that sampling in phenomenological research need not be con-
fined to the limitations of empirical generalisation as this will compromise the nature of re-
search as phenomenological.  
 
The researcher adhered to conventional standards of sampling and remained consistent with 
the phenomenological method of research. In this study, as would be affirmed by Van Manen 
(2014) on what is traditionally adhered to in phenomenology, the researcher accepted norma-
tive standards of phenomenological research in determining saturation and cut-off point. A 
critical aspect of informing the researcher was more on the examples of concrete experiential 
descriptions of phenomena. This is not necessarily guided by numerical values more than it is 
determined by the richness in descriptions of the lifeworlds which are the focus of this study 
(Van Manen, 2014). 
 
Seven women consented to participate in this study from the endocrine and reproductive unit 
of the Steve Biko Academic Hospital. Each of these women were undergoing fertility treatment 
in the unit and had different underlying diagnoses that suggested infertility. The participating 
women did not have any biological children and were between ages thirty and forty-five. The 
women were mostly married, and some were in inter-cultural marriages or long term hetero-
sexual relationships. They were mostly of African descent and had different socio-economic 
statuses and belonged to different ethnic groups. Most of them identified with the Christian 
religion.   
4.3. Data Collection  
The data were collected using phenomenological interviews. Phenomenological interviews dif-
fer in essence just as phenomenological methods do. Two essential distinctions are made in 
phenomenological interviews, that is, structured and semi-structured interviews. Bevan (2014) 
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identifies a phenomenological approach to interviewing that is intrinsically structured and fur-
ther postulates that a complete absence of structure is impossible in any kind of interview. 
Three domains are identified and qualified as central to structured phenomenological inter-
viewing, namely, contextualisation, apprehending and clarifying, respectively. Bevan (2014) 
insists that these domains are principal for structured phenomenological interviewing as they 
remain adherent to and reflective of the prime facets of phenomenology.  
 
Englander (2012) and Penner and McClement (2008) conversely indicate that minimal struc-
ture in phenomenological interviewing yields rich descriptions of phenomena experienced by 
participants. That is open-ended, semi-structured phenomenological interviews facilitate a col-
lection of concrete and authentic meanings related to phenomena. Herein, minimalistic ap-
proach towards structure allows the researcher not to erroneously lead the participant and risk 
obtaining misrepresentations of phenomena. Englander (2012) notes that achieving pure de-
scriptions of phenomena through phenomenological interviewing can be achieved by asking 
questions focused on contextualisation and meaning of the experience for participants. Probing 
can thus follow to attain clarity on an in-depth understanding of participants’ subjectivity (Pen-
ner & McClement, 2008). Given the two different approaches to phenomenological interview-
ing, the researcher will make use of the latter approach.  
 
The hospital files were not perused during data collection as there was no need to affirm the 
diagnoses underlying infertility. The participants were all able to provide their diagnoses ver-
bally at the time of interviewing. The interviews were conducted in a private consulting room 
in the reproductive unit where the sample was recruited. The researcher conducted semi-struc-
tured interviews using a self-designed interview guide, attached in this thesis as Appendix A. 
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Probing was also used for further elaboration as well as an in-depth understanding of descrip-
tions provided by participants.  
 
Following data collection the participants who consented to referrals were referred to their 
nearest psychology clinics for psychological support as the interview contents and process 
could precipitate emotional distress. The referral letters were issued to the participants to pre-
sent at the clinic where they consulted for psychological services. The researcher did not con-
duct the debriefing sessions with the participants in light of the ethical obligations of refraining 
from multiple-relationships and/or dual participation in an interaction with the research partic-
ipants, outlined by the Health Professions Council of South Africa (HPCSA).  
4.4. Data analysis 
In congruence with the study topic, the researcher prioritised an in-depth understanding of 
meaning given to phenomena by a population that meets a specific kind of criteria. The re-
searcher employed a phenomenological method analysis to achieve conclusive expositions that 
accurately respond to the research question. The phenomenological analysis method used here 
refers to Giorgi (2009), even though he is most prominent in the descriptive phenomenology 
research method and not necessarily in Hermeneutic or interpretive phenomenology ap-
proaches to research. 
 
The researcher applied the data analysis guidelines and techniques identified by Giorgi (2009) 
since the phenomenological analysis method is relevant for a phenomenologically orientated 
research study. The steps of analysis appear accurate in analysing data such as that gathered 
for the sake of this study as well as allowing for the interpretation of concepts and narrative. 
Georgi’s phenomenological analysis method was chosen in lieu of traditional interpretive data 
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analysis methods such as Interpretive Phenomenological Analysis (IPA) as it does not com-
promise the researcher’s interpretive stance or the findings responding to the study objectives. 
The phenomenological analysis method, in comparison to IPA as illustrated in Smith (2009) 
allows for in-depth analysis of data by allowing systematic interaction with the raw data, 
through a series of steps. And although, as indicated earlier, Giorgi’s phenomenological anal-
ysis method is predominantly found in descriptive phenomenology, it does not impose tech-
nical idiosyncrasies such as bracketing which can compromise methodological consistency.    
 
The researcher conducted a pilot study to test the effectiveness of the research methodology 
and the data were analysed following the guidelines by Giorgi (2009).  
The pilot study comprised three women who were following up for treatment at the clinic where 
data were collected. The data were collected and analysed through use of similar methods as 
those that were employed herein. And the findings yielded from the pilot study were consistent 
with the findings of the current study. The themes from the pilot study represented the lived 
experiences of infertility as mediated by the social context both negatively and positively. The 
negative aspects of experience represented a poor sense of self and identity while the positive 
experiential aspects were linked to religion and rewarding interpersonal relationships.  
 
4.4.1. Phenomenological Method of Analysis 
The data collected in this study was analysed using the phenomenological method of analysis 
described by Amedeo Giorgi (2009), following a sequence of steps outlined below. The re-
searcher adhered to the outlined stages of analysis, which encouraged a thorough exploration 
of descriptions as well as isolation of themes. The later stages also allowed the researcher to 
engage in a thorough examination of the necessary interpretations given by the participants.   
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4.4.1.1  Familiarisation  
This first stage of analysis allows the researcher an understanding of the participant’s language 
in order to fully comprehend their descriptions of experience which is achievable through re-
peated reading. The goal here, as De Castro (2003) puts it, is not to interpret any given descrip-
tions of experience but to grasp them as clearly as they appear in their naïve essences. The data 
collection was completed through various stages including audio recordings of the interviews 
after obtaining consent from the participants. The raw data was transcribed from audio inter-
views, following this stage, the researcher has engaged in repeated reading of the transcribed 
interviews to fulfil this first stage of data analysis.  
4.4.1.2 Particularisation of “meaning units”  
At this stage, the researcher isolated essential components of a given narrative and thus facili-
tated analysis so as to deal with the data in manageable portions (Broome, 2011). The re-
searcher identified different representations of experience provided in the descriptions. This is 
particularly where the participants begin to shift in the description and when the distinguished 
meaning is introduced. This discrimination of meaning units can be achieved through identify-
ing key terms, aspects and attitudes expressed by the participants in their descriptions (De Cas-
tro, 2003, p.51).  
 
At this stage of data analysis, the researcher had had a naive command of the narratives pro-
vided in interviews and this is where in-depth interaction with the data occurred. The various 
representations of experience were isolated as the researcher identified them across the data. 
Different words were used to denote similar aspects of experience across the interviews and 
this informed the researcher of meaningful units. The particularisation of meaning units was 
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conducted through different strategies such as using different highlighters and symbols to rep-
resent meaning units that were related. These meaning units are represented throughout this 
study as themes.   
4.4.1.3 Transforming the meaning units into a psychological language    
This stage saw the researcher engaging with the data by applying his/her language to the dom-
ineering meaning units identified by participants. The researcher attached to those meaning 
units a psychologically relevant language to rename them while at the same time retaining the 
originality of these meaning units. At this stage, the researcher had identified the meaning units 
and isolated them into themes based on the representation of meaning provided by the partici-
pants. Transforming these into a psychological language required renaming the meaning units 
into psychological language and interpreting these using the psychologically based evidence 
and interpretation.  
4.4.1.4 Synthesis and integration of the transformed meaning units  
Herein the researcher finally depicted a general description of the phenomenon studied by in-
tegrating the transformed meaning units of each description to form a universal statement of 
meaning and experience of that phenomenon. Two levels of integration were necessary herein 
and are described in Giorgi (1985) cited in De Castro (2003) as the situated structure level and 
the general structure level. The former is where the researcher forms a synthesis of individual 
meaning units identified from each description provided by the participants. The focus here is 
on the situation in which phenomena occur. The latter shifts from specific situational synthesis 
to forming a universal statement of descriptions focusing on a generic and universal validity of 
the meaning units or descriptions (De Castro, 2003).  The task at this stage was completed in 
the last section of analysing raw data into generalisable findings that are informed by the 
themes derived from each interview conducted.  
4.4.2. Trustworthiness and credibility 
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Phenomenological research, like other qualitative research methods, adheres to certain criteria 
for its trustworthiness and credibility for it to be deemed valid and reliable. Seamon (2000) 
outlines four qualities that help enhance the trustworthiness of phenomenological research. The 
researcher has observed qualities which are; vividness, accuracy, richness and elegance.  
4.4.2.1. Vividness 
This refers herein to the ability of the study to generate a sense of truth and honesty. Groe-
newald (2004) states that this ability to yield truthfulness of the study by the researcher is 
achievable through appreciation of the data pieces as they are provided and presented to the 
researcher without applying the researcher’s preconceived ideas and knowledge held before 
the encounter with new information pieces from the data.  The vividness of this study was 
ensured by the researcher’s approach to the data with awareness of the self and pre-held ideas 
which were carefully reserved, so as to retain the originality of the raw data. Hermeneutic phe-
nomenology grants the researcher an opportunity to appreciate and apply pre-held information 
and knowledge in interpretation, however, this was not exploited by the researcher as a means 
to alter narrative. Therefore, the researcher did not apply her own knowledge or ideas to the 
data at this stage.  
4.4.2.2.  Accuracy 
The second quality of accuracy refers to the study’s believability. This is achieved through 
containing consistency between knowledge of phenomena that is in the reader’s life-world and 
knowledge of phenomena deriving from the reader’s imagination. This is a consistency be-
tween the naïve and concrete knowledge and the conceptual elements of phenomena.  
4.4.2.3. Richness 
The third quality refers to the depth of the universal descriptions of phenomena and the quality 
of these descriptions thereof. The right depth and good quality of the study can thus enable 
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both emotional and intellectual interpretations of the descriptions by the reader. The interpre-
tation and analysis of narratives in this study was approached with rigour and the researcher 
presented these in depth, as meaning units that were conveyed using a psychological language.  
4.4.2.4. Elegance 
Finally, the quality of elegance refers to the study’s ability to be presented to the audience in a 
poignant manner (Seamon, 2000). The researcher conducted follow-up interviews to validate 
the generic descriptions of the study. This is understood as effective in enhancing rigour in the 
phenomenological method as it allows those with direct experience of the phenomenon under 
study the possibility to confirm the findings as well as see their reality mirrored in the study 
(Rashotte et al., 1997).  
 
This chapter encompasses methodological requisites and also overtly outlines the research de-
sign necessary to respond to the research problem. The researcher conducted a qualitative study 
using a phenomenological method to respond to the research question about the lived experi-
ences of infertility within the social context. A purposive sampling technique was employed, 
and data was collected through the use of phenomenological interviews used with minimal 
structure and probing to achieve information-rich and in-depth narratives as raw data.  
Data analysis follows the exposition suggested in the topic of this research study and is con-
ducted using the sequential elements of data analysis outlined in the phenomenological data 
analysis approach described by Giorgi (2009). A traditionally used method of ensuring trust-
worthiness and credibility in qualitative research described by Polkinghorne (1983) cited in 
Seamon, (2000) is employed for the assurance of validity and reliability of the study. 
 
The research instruments used in this study are those in line with qualitative research method-
ologies. The semi-structured interviews were used to collect data and observation was used to 
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deepen understanding of experiences, observing research participants within a natural environ-
ment. The researcher also made use of journaling during data collection to record important 
information throughout the research and data collection process. A password protected audio 
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CHAPTER FIVE  
RESULTS  
The focus of this chapter is on presenting the participants’ interview summaries. A total of 
seven participants were interviewed until saturation was yielded. There were notable differ-
ences in the demographic detailing of the participants and the themes that emerged appeared 
to be independent of this diversity. The participants of this study come from diverse ethnic 
backgrounds and ethnicity did not in itself appear to play a role in mediating the lived experi-
ences of primary infertility. Instead, the socio-contextually based factors that played a major 
role in mediating the lived experiences of infertility were found to be culturally based and 
mostly informed by pronatalism.  
 
The themes that are represented here are derived from the shared experiences expressed by the 
participants in their narratives. The themes included the view and interpretation of the self, the 
psychological aspects of experience, the socio-contextual aspects of experience, and coping 
strategies. The theme on the view and interpretation of the self-emerged from parts of the nar-
ratives that expressed beliefs about self and one’s command of their identity and personal 
meaning. The psychological aspects of experiences were isolated as a specific theme as it 
emerged in the analysis of the data that there were emotive responses to primary infertility by 
the participants themselves, and this involves both negative and positive emotional processes.  
 
The socio-contextual aspects of experience reveal social factors that possibly alter or interfere 
with the experience of the self. This theme indicates the role of factors such as cultural and 
religious orientations in manipulating the lived experiences of primary infertility. Lastly, the 
theme on coping strategies reveals coping strategies that are employed by the participants to 
regulate emotional and psychological distress. Although the participants reported ways in 
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which they cope with infertility-specific distress, there were indicators of unconscious defence 
mechanisms form these expressions and these are resented thoroughly in the next sections.  
 
The participants of this study were of African and caucasian ethnic groups. The occupations 
reported by the participants ranged from unskilled to skilled work, social strata were defined 
according to family income and geographical locations and all the participants were reportedly 
residing in urban areas. All the participants also reported having a good socio-economic status. 
They were mostly married at the time of collecting data, their religious orientation was reported 
as Christian by others while others reportedly did not observe any religion. The participants 
were between the ages of thirty to forty-five.  
5.1. Thematic descriptions  
The themes are derived from the data provided by each participant. These were recurring mean-
ing units identified in each narrative given as the lived experiences of primary infertility. This 
was followed by coded names given to each of these meaning units using the relevant psycho-
logical language which also adequately represented the participants’ lived experiences. This 
section focuses on identifying these themes as well as providing thorough descriptions. The 
interview summaries provided for each participant are composed of the themes.   
5.1.1. Theme one: the view and interpretation of the self 
The narratives of the participants revealed themes indicating a relationship between infertility 
and self-concept, self-interpretation, and self-image. Although the self-concept appeared intact 
across all participants, the self-interpretation and self-image appeared to fluctuate depending 
on factors that informed perceptions of primary infertility at the time. That is, although there 
is evidence that the participants are adequately grounded in their sense of personhood, their 
command of self, including how they viewed themselves from time to time, was challenged by 
the social feedback on womanhood and primary infertility.  
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According to the narratives yielded by the participants, the shift in self-interpretation occurred 
daily within social contexts in which childlessness is viewed negatively, especially within mar-
riage. The participants have themselves denied any self-imposed aspects of interpretation that 
would lead to poor self-image. It is, therefore, evident that the interpretation and view of the 
self that emerged as negative is primarily related to various socio-contextual factors and not 
necessarily due to a poor relationship with oneself.   
5.1.2. Theme two:  psychological aspects of the lived experiences of primary infertility 
This theme, as revealed in the literature and the participants’ narratives, speaks to the partici-
pants’ different psychological experiences of primary infertility. The theme especially high-
lights emotional responses to primary infertility, agency, and insight into the present intra-
psychic dynamics. The psychological aspects that are revealed here include, inter alia, negative 
emotional experiences in response to primary infertility and the extent to which the participants 
may or may not be aware of these. There is also evidence for escapism indicated in what the 
participants identify as the ideal world in which primary infertility would not necessarily yield 
distress. The frequently reported emotional experiences included feelings of disappointment, 
grief, and a sense of loss and mourning.  
5.1.3. Theme three: The socio-contextual aspects of the experience of primary infertility  
This theme reveals the different socio-contextual aspects embedded in various social contexts 
which influence the lived experiences of infertility. These socio-contextual factors include ide-
ologies within religious and cultural groups especially, and how experience is altered within 
these contexts. While cultural orientation exposes women to social pressure and other negative 
judgments informed by cultural backgrounds, the religious context is experienced as hostile 
and invalidating. There were others, however, who experienced this as supportive and some-
what neutral. These social contexts further introduce different ways of coping with infertility-
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specific distress as well as how infertility may be resolved within a marriage. The coping strat-
egies indicated within these social contexts include fatalism and religiosity, with instances of 
overlapping religious observations.   
5.1.4. Theme four: Coping mechanisms  
The defence mechanisms and coping strategies reported by the participants are indicated under 
this theme. The different defence mechanisms employed by the participants are indicated as 
they appear in the narratives yielded by the participants. Both the conscious coping strategies 
and the unconscious defence mechanisms revealed in narratives are indicated. At times, the 
participants admitted to these as they emerged and denied them at other times, specifically due 
to their unconscious nature. 
 
The defence mechanisms are indicated as both adaptive and maladaptive. There is evidence of 
primitive defence mechanisms such as denial and avoidance while adaptive defence mecha-
nisms such as intellectualisation and sublimation were also evident. It is also indicated that 
some of the defence mechanisms may also aid in yielding agency while others may strengthen 
escapism through fantasy and the consequent fatalism, which may lead to potential disturb-
ances in psychological functioning.  
5.2 Summary of interviews     
NAME  AGE ETHNICITY  RELIGION MARITAL -SATUS  OCCUPATION  SOCIO-ECONOMIC - 
STATUS  
Ontlametse  31 African Christian  Married Security officer High 
Lineo 42 African Christian  Married Janitor High 
ntsoaki 33 African  Christian  Married Entrepreneur High 
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Sindisiwe 41 African Christian  Married Technician High 
Claudine 35 Caucasian  Christian  Married Bookkeeper High 
Teresa 41 Caucasian  Not Applicable Single Manager High  




 Table A: Demographic information of the participants. 
5.2.1.  Ontlametse  
5.2.1.1. Description 
Ontlametse is an African woman in her early thirties, she is married and lives in a local town-
ship, which she describes as urban and middle class. She identifies as Christian and works as 
a security guard with her highest level of education reportedly being metric. She identifies 
her socio-economic status as high based on a combined family income.  
5.2.1.2.  Theme one: The view and interpretation of the self  
The narrative given by Ontlametse displays a healthy and well-adjusted view of the self and a 
positive relationship towards the self. She stated in her interview that she does not relate her 
difficulties for natural conception to herself and neither does she view this as a personal failure. 
Ontlametse reported that if she was living in her world, she would not have a problem with 
primary infertility. She states her difficulties as arising from negative feedback in her immedi-
ate social context which reminds her that something is missing. She reported not experiencing 
primary infertility as a stressor and would be better if she belonged to a different community 
where questions are not asked and there is no pressure imposed on her.  
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5.2.1.3. Theme two:  Psychological aspects of the lived experiences of primary infertility  
Ontlametse described her agency of seeking medical intervention after a lengthy period of at-
tempting to conceive naturally as the last resort which was meant to resolve the primary infer-
tility. She described an experience of fluctuating between states of relief, expectation, and dis-
appointment as characteristic of her emotional experiences of primary infertility. She further 
describes this experience as a painful one and attributes the pain to a series of failed techno-
logically assisted conceptions which led to feelings of disappointment every time her regular 
menstrual cycle follows. A peculiar experience here is the hope of having been able to conceive 
following medical intervention which is followed by a negative home pregnancy test or an 
interpretation of menses as a miscarriage or a confirmation that she may never actually be able 
to attain fecundity.    
5.2.1.4. Theme three: Socio-contextual aspects of experience  
Ontlametse describes her immediate social context as a dominating aspect affecting her re-
sponse to primary infertility. The ethnic group she identifies with is reported as indifferent to 
her primary infertility albeit being married. She accounts this to the intersection between eth-
nicity and urbanisation, which reasonably affects an individual’s worldview and experiences 
of phenomena. Her religious ideologies and community have also been described as neutral 
and not affecting her experiences of primary infertility. However, she experiences extensive 
pressure from her spouse’s family of origin, which she describes as conservative and also lives 
in rural areas.  
 
According to her, she experiences her mother-in-law as particularly pressurising and reportedly 
feels annoyed by her efforts, which she admits do not appear to be supportive gestures. This is 
despite the mother-in-law’s repeated efforts to subject Ontlametse to different types of inter-
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ventions such as consulting spiritual and traditional healers as well-performing ritualistic prac-
tices of her religion such as prayer within a context believed by the mother-in-law as capable 
of inducing miracles. She indicated that this feels like pressure and interference by the mother-
in-law which also removes Ontlametse’s sense of autonomy and control.  
 
Ontlametse expresses a poor sense of belonging to her spouse’s family as she is treated differ-
ently from other women married into the family. She stated that in her spouses’ family culture 
and tradition a married woman is given her child’s name with which she will be addressed to 
signal respect, yet she is addressed as sesi - a Tswana word used to denote sister. This holds 
inferior meaning compared to the form of address given to married women who are addressed 
by their children’s names. Family holidays and events are described as a difficult time for 
Ontlametse as this is the time, according to her, when she is questioned about children and 
experiences a sense of isolation and feeling different from all other women married into the 
family.  
5.2.1.5. Theme four: Coping strategies  
Ontlametse’s narrative displayed different ways of coping with different societal demands that 
make experiences of primary infertility as painful. She related social pressure to have children 
immediately after entering a marriage to the emotional pain that she experiences. Ontlametse 
identified the pressure she experiences from her mother-in-law as causing her emotional pain, 
especially when she is coerced into seeking interventions that later fail, and reports that she 
feels it would not hurt if she did not seek intervention or tried anything at all. This, as expressed 
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She further indicated that during her visits to her in-laws she has to be strong and not show her 
emotions but admits to expressing her emotional pain, typically though crying, when alone. 
However, Ontlametse reported that without the social pressure she experiences in her immedi-
ate community, she does not feel bad on her own and suspects that is how she would be all the 
time if she lived in what she describes as an ‘ideal world’. She further indicated that she be-
lieves that if she doesn’t conceive it is fine and that if it happens it happens. She also reported 
that although she had previously experienced a miscarriage following a technologically as-
sisted procedure, she returns for more attempts to conceive because the positive home preg-
nancy test she took gives her hope.  
Ontlametse gives narratives that express a notable difficulty navigating through primary infer-
tility and her social context. The lived experiences of infertility for her seem to revolve around 
the impact of her social context and a constant need for autonomy and boundaries. The imme-
diate social context seemingly active in fostering negative influences of primary infertility is 
her spouse’s family of origin. Her work environment, social interactions and socio-economic 
status appear to be unyielding in the reported lived experiences of infertility while the cultural 
orientation of the spouse’s family appears to be strongly effective in informing experiences 
herein.  
 
It appears that her desire for motherhood is intrinsic and may be consistent with the psycho-
logical phase of development that she may be at, she does not indicate a need to bear children 
to fulfil cultural expectations despite being coerced into this. Her coping skills range from fa-
talisms to avoidance and the observed emotions conveyed through facial affect suggest sad-
ness, observable on occasions when she would be tearful when stating other aspects of her 
narrative.  
5.2.2 Lineo  
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5.2.2.1. Description  
Lineo is a black African woman in her early forties, she is married and identifies as of Sotho 
ethnic background. Her highest level of education is grade twelve and she describes her socio-
economic status as good based on her family income. She lives in an urban area and is an active 
member of a protestant Christian church.  
 
5.2.2.3. Theme one: The view and interpretation of the self as a woman with primary in-
fertility 
Lineo describes a dualistic view and interpretation of the self, with one side seemingly an au-
tonomous way of viewing and relating to self and the second being relative of her immediate 
self-context. She describes seeing herself in a positive and affirming light. She understands the 
underlying medical cause of primary infertility and also understands that it is “beyond her 
control”. She reported another side to her self experience as heavily dependent on her social 
surrounding such as her extended family, her spouse’s family of origin and her religious com-
munity. 
 
For Lineo being a married woman and not having “a child within a marriage” is perceived in 
her community in a negative light which in turn makes her feel as though she is not doing 
something right in her marriage. She refers to her “ideal world” as the type of social context 
where she would not be prompted to view herself as an incompetent wife.  
 
The view and interpretation of the self for Lineo is further reported to be impacted by the beliefs 
around maternity and marital functioning. She admitted to believing that she at times feels as 
if she deprives her spouse of an opportunity to achieve and experience fatherhood and as if she 
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is standing in the way of his dreams in this regard. However, she reported no marital dysfunc-
tion directly related to the couple’s inability to attain parenthood and stated that her spouse is 
supportive and understanding. During the interview she displayed non-verbal cues suggesting 
irritability and frustration, she further admitted to this when probed.  
 
5.2.2.3. Theme two: Psychological aspects of experience   
Lineo reported experiencing feelings of hurt mainly from interactions within her marriage alt-
hough she denied marital discord consequent from her primary infertility. She reportedly ex-
perienced her religious community in the same way as she received the seemingly supportive 
gestures as invasions of privacy and subtle prejudice. Interference was also reported by Lineo 
from her spouse’s family of origin. She described this interference as pressure that is imposed 
on her while her spouse is exempted from this, although it is unknown in the community 
whether the couple suffers male or female factor infertility.  
 
Lineo reported an urge to withdraw socially and isolate from the social contexts in which she 
participates as she experiences them as unsupportive and hostile. She emphasises that if she 
lived in an ideal world her experiences of primary infertility will border minimally on the neg-
ative spectrum and that self-acceptance will be easily attainable in that desired context. Alt-
hough she did not necessarily label other emotions that she experienced, she was tearful and 
appeared irritable when giving narratives particularly focused on the emotional experiences of 
infertility.  
5.2.2.4. Theme three: Socio-contextual aspects of experience   
Lineo reported experiencing heightened social pressure from two different social contexts. Her 
religious community is described as close-knit and she is reportedly a known and respected 
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member in the community. She reported “feeling exposed” in the community’s effort to con-
vey support to herself and her spouse and that this particularly occurs when she and her spouse 
are prompted to rise during meetings to receive the “blessing”. This is described as vaguely 
conveyed by the religious community leaders although it makes her experience it as an attempt 
to communicate a perception that there is something wrong with her marriage.  
 
Apart from experiencing the religious community as invalidating her spousal subsystem or 
marriage as a childless unit, Lineo reports serious social pressure experienced from the family 
of her spouse’s origin, identified as in-laws. She expressed a sense of discomfort which occurs 
when she fosters contact with her in-laws or when she is due to present at family gatherings. 
Although she does not describe directly harmful gestures observed from the family members, 
she describes the pressure as repeated questioning about her failure to bear children within a 
marriage as hurtful and unnecessary.  
 
She continued to emphasise a sense of being invaded and having her marriage open to judgment 
although she and her spouse are mutually supportive and not pressuring each other. It is evident 
from this narrative that the concerning aspect of what is described as social pressure by Lineo 
is the perceived invasion of privacy, the questioning of the structure of her family and func-
tioning of her spousal subsystem as well as a failure by members of her immediate social con-
text to recognise the harm implied by their gestures of support to the couple. It is not described 
elsewhere in the narratives that what is experienced and described as pressure has any positive 
influence on her lived experiences on infertility.  
5.2.2.5. Theme four: Coping strategies  
The narratives yielded by Lineo indicate spirituality as her primary way of coping. Although 
her participation in her social community is at times experienced as un-containing and hostile, 
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she reported relying on prayer to assist her with coping with the infertility-specific distress she 
experiences at times. Lineo also reported her willingness to allow her spouse to marry a second 
wife as a resolution strategy for the couple’s infertility. She further reported that this will assist 
her with feelings of anxiety about failing to meet her spouse’s need for parenthood. 
  
She reported a willingness to terminate her marriage to give into her spouse’s desire for father-
hood should all else fail but reported that her religion makes no reservation for termination of 
a marriage. Lineo reported having a strong support structure on her side of the family and from 
her spouse as well. In terms of her spirituality, she expressed the notion that the outcomes of 
the couple’s agency in efforts to resolve infertility remain attributable to the higher being, who 
she regards as the Deity.  
 
It is evident from this narrative that the lived experiences of infertility are expressed within the 
confines of socio-contextual limitations. There is little evidence for an independent self-regard 
and experience for her in this is evidently due to the desire to meet societal standards of adult-
hood, marriage, and gender identity roles. The emphasis placed on escaping the ‘real’ to the 
‘ideal’ world further affirms this struggle to dissociate the self from the seemingly hostile and 
invalidating social context. At the same time the paradox encountered by Lineo is in the need 
to belong, which is a valid psychological need in itself.  
 5.2.3 Ntsoaki   
5.2.3.1. Description 
Ntsoaki is a married woman in her early thirties, a Christian protestant with a university degree 
as the highest level of education. She grew up in an urban area with current residence being a 
similar context. Her socio-economic status is reportedly high with social classification identi-
fiable as middle class. 
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5.2.3.2. Theme One: The view and interpretation of the self as a woman with primary 
infertility    
Primary infertility is understood as a diagnosis that can resolve with medical care and support 
and is not often regarded as a serious component of identity. From this given narrative, there’s 
an indication that the social context is perceived as particularly significant in influencing self-
identity as a woman with primary infertility and not so much the infertility itself. For Ntsoaki, 
being married and childless does not necessarily invite interference by her own or husband’s 
family of origin, religious group members or other people identifying with her in one way or 
another. 
 
According to Ntsoaki, her identity is thus not dependent on her ability to naturally conceive or 
sustain a full-term pregnancy or have a live birth. It is understood that identity for her will be 
disturbed by negative societal feedback and not a diagnosis underlying primary infertility. The 
narrative here further reveals a healthy relationship with one’s self or body. Some of the factors 
strengthening how Ntsoaki relates to her self and body living with primary infertility are self-
compassion and an understanding of infertility as a disease and not a failure. 
5.2.3.3. Theme two: psychological aspects of experience  
Personal experience of primary infertility is described by the participant in relation to child-
lessness as opposed to a diagnosis underlying infertility. Personal responsibility towards sig-
nificant others such as the spouse and the parents are immediately expressed by her with a 
notable sense of disappointment in the self. She expressed this as she stated that “because I am 
not able to do this for him and I know he can be a good father as I have seen him with other 
children…. I mourn for them more than I mourn for myself”.  
 
 
 78  
The self-disappointment, albeit not readily acknowledged appears to be due to perceived failure 
to allow others to experience the presence of a child born of her. The narrative at this stage 
seemed to revolve around the failure to contribute to the developmental milestones of others 
as opposed to that of the self. For example, childlessness was seen as depriving her spouse of 
an identity of fatherhood and her parents were also seen as being deprived by her of an oppor-
tunity to be grandparents.  
 
Ntsoaki identified a state of mourning as well and attributed this to her perceived failure to 
please those close to her by giving birth. No admission was made to grieving the loss of the 
idea of having children and the loss of a prior ideal self which may have occurred with the 
diagnosis of the underlying cause of infertility. At this point, she reported no sense of disap-
pointment in herself and reported that she feels more complete and content without children. 
She states that her efforts to achieve fecundity were mainly in relation to her wanting to fulfil 
the wishes of her husband and family.   
5.2.3.4. Theme three: Positive regard of the self: fulfilment and contentment  
No significant distress or conflict with the self was expressed by Ntsoaki in relation to childless. 
Instead, childlessness is experienced in a positive light as enabling her to achieve certain goals 
in life which would be otherwise difficult in the presence of a child. Career and personal de-
velopment were expressed as priorities for her as well as projects that assist with minimising 
infertility-specific distress.  
 
Primary infertility is thus perceived as a functional phenomenon in one’s life as it delays re-
sponsibilities related to motherhood and increases possibilities for self-fulfilment through other 
pursuits in life. No negative sense of self emerged in this regard and Ntsoaki expressed having 
a strong support structure from her spouse and family and that this helps in removing the self 
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from the stressors encountered by other women in strongly cultured communities which fixed 
ideals on marriage and motherhood.  
5.2.3.5. Theme four: coping strategies  
Ntsoaki identifies a strong support structure as aiding in coping with primary infertility alt-
hough she denies distress related to infertility. The spousal and familial support have emerged 
as protective factors. However, the participant’s narrative indicated different defence mecha-
nisms employed to buffer against distress at different phases of her experiential process. The 
evident defence mechanisms indicated in her narrative include intellectualisation, distortion, 
avoidance, and sublimation. There is prominent rationalisation and a preoccupation with the 
perceived benefits of childlessness.  
 
Ntsoaki further displayed an active avoidance to engage in the intense experiences of primary 
infertility which she expressed superficially and with resistance to probing. This was particu-
larly evident when she indicated personal experiences of mourning and a sense of failure and 
inadequacy. The participant further denies that she avoids her own needs in relation to primary 
infertility in-spite of her agency to conceive through assisted technology.  
 
Following probing questions, Ntsoaki acknowledges a sense of anxiety around motherhood 
and possible failure as a mother if her treatment is successful and she achieves fecundity. There 
were prior treatment failures undergone by the couple and she reported that these have neither 
strained her marriage nor caused her any distress. She admitted to having experienced a sense 
of shock upon learning of her diagnosis but has, according to her, shifted focus to career and 
personal development.  The anxiety around this would thus have been discharged in a goal-
directed manner to enhance her quality of life. 
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She further expressed that functioning in her marriage has not been affected by infertility, alt-
hough she admitted to having suggested separation or re-marriage as a possible solution to the 
couple’s infertility. According to her, she has previously attempted separation to avoid antici-
pated conflict but this only led to marital discord as her spouse did not pressure her to have 
children. However, she reported that she remains open to the possibility of a marital dissolution 
or an extra-dyadic relationship that would assist in fulfilling her spouses’ desire for parenthood. 
She expressed a sense of carrying the burden of the couple’s unattained fecundity and report-
edly feels responsible for her spouse’s inability to experience fatherhood.  
 
However, this narrative displays a possible contradiction and indicates evidence for displace-
ment and avoidance defence mechanism. Ntsoaki nonetheless expressed ideologies around 
marriage that condemn divorce and reported that she may also consider surrogacy to allow her 
spouse to experience fatherhood and dismissed the possibility of adoption due to desiring chil-
dren who are biologically related to the couple. The ideologies expressed around divorce and 
remarriage are, according to her, attributable to her religious orientation and nullify the earlier 
expressions of openness to separation and re-marriage. These converse expressions may be 
indicative of personal aspiration of retaining marriage and attaining fecundity.  
5.2.4. Sindisiwe  
5.2.4.1. Description  
Sindisiwe is a forty-one year old woman of African ethnic background and she identifies as 
Sotho. She resides in an urban area and describes herself as being of a good socio-economic 
status. She categorises her social class based on family income and reportedly belongs to the 
middle working class. She is married and is a Christian who also believes in African traditional 
religion. The participant’s highest level of education is Grade 12 and her occupation is classi-
fiable as skilled labour.   
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 5.2.4.2 Theme one: The view of the self and self-interpretation 
According to Sindisiwe, her self-interpretation in light of primary infertility is highly influ-
enced by the societal beliefs around marriage and childrearing. She reports feeling inadequate 
as a woman who is perceived as failing to complete gender identity roles described within her 
immediate social context. Moreover, the participant reported viewing herself as a failure and 
feeling as if she fails herself and her husband but admits that had she not have internalised 
beliefs that invalidate childless marriages, she may have a different view of herself. 
 
The emotional experiences accompanying the repeated attempts of natural conception and the 
absent medical explanations of some of her underlying medical conditions are reported by Sin-
disiwe to have also strengthened her negativistic view of the self. When probed further, she 
indicates that she is aware of the societal reactions towards infertility as some of her relatives 
have genetically based reproductive abnormalities that prevent natural conception. She report-
edly learned from this experience with her relatives about how she will be viewed if she also 
receives a diagnosis leading to primary infertility. She reported that she has since not been open 
about her infertility to people outside of her family. Therefore, by immediate community, the 
participant refers here only to her family, both immediate and extended.  
5.2.4.3. Theme two: Contentment and positive of regard of the self  
The other experiential aspects of the self reported by Sindisiwe revealed a sense of resilience 
and conversely yielded self-affirmation which followed from the experiences she described as 
difficult. As indicated above, she is in her early forties and reportedly no longer follows up at 
the hospital to conceive but for pain management which includes seeing medical and mental 
health specialists.  
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She reported having “called it a day” two years earlier although she still yearned to fall preg-
nant. She reportedly concluded that she will choose to prioritise her own wellbeing as opposed 
to repeating infertility treatments which may also not yield a healthy pregnancy as she knew 
that the pregnancy would be high risk and that she had already tried to conceive for the past 
eleven years without success. She reported having since accepted herself but admitted that 
there are times when she feels distress about not having children.  
 
This positive experience of the self indicates the participant’s capacity for self-compassion, 
which in turn strengthens healthier and positive self-interpretation, promoting psychological 
wellbeing. There were no indications of the role of the social context in this process of express-
ing positive regard of the self and the participant admittedly views herself favourably in the 
absence of social judgement. She reported having consciously limited contact and interaction 
with relatives that she experienced as unsupportive, hostile, and judgmental when engaging 
about her difficulties with attaining pregnancies in order to sustain a healthy state of mind.  
5.2.4.4. Theme three: Psychological consequences and emotional pain  
Sindisiwe admitted to psychological distress resulting from her failure to conceive naturally 
and described her emotional experiences and process as a ‘roller coaster’ with some days re-
ported as being better than others. She identified physical pain as the biggest trigger of psycho-
logical distress. She reported multiple hospitalisations and reported possibilities of somatisa-
tion, un-empathic responses by some medical staff, and physical symptoms such as irregular 
menses as contributing to her good and bad days. She reported incidents when she would feel 
dismissed and being told during medical examinations and one of her many presentations in 
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 This, as she put it, has led to feelings of anger, and reinforced the emotional pain already 
experienced before the hospital presentation. Sindisiwe further admitted that the beliefs she 
held about the self as being a failure also informed her emotional states at times, particularly 
when she would have questions about her own self and inability to naturally attain and carry a 
pregnancy. She further reported experiencing self-blame and constant bouts of depression, alt-
hough she has never received a diagnosis of clinical depression.  
5.2.4.5. Theme four: Coping mechanisms  
Psychological experiences that fail to enhance her quality of life tend to prompt the individual 
to access innate strategies of coping as well as accessing the external environment for structure 
and resources of support. For her, the lived experiences of infertility have not been immune to 
psychological distress and her given narratives indicate many ways of agency in managing 
infertility-specific distress. For Sindisiwe, coping with primary infertility entailed seeking spir-
itual and biomedical interventions as well as access to emotional support.  
 
She reported occasions when she would “try everything from traditional to spiritual healers” 
in an effort to conceive and for the psychological distress to subside as a consequence. She 
further reported relying on prayer to cope with distress although this has reportedly led to epi-
sodes of heightened distress at times when she would experience spiritual conflict with the 
Deity she believes in and described as “God”. Access to mental health care services was also 
highlighted as a coping strategy for her.  
 
Sindisiwe’s narrative indicates an awareness of the impact of social context on infertility within 
marriage. She reports early exposure to social prejudice which in turn informed her of the con-
sequences of existing in a childless marriage, however, this prior knowledge is admittedly not 
necessary to make one immune to the anxiety of belonging in an invalidating social context. 
 
 84  
The most evident aspects of what she experiences as invalidating are those concerning compli-
ance with cultural ideals around gender identity and roles.  
 
Furthermore Sindisiwe reports episodes of spiritual disconnectedness characterised by being 
in conflict with the Deity, feeling punished and consequently experiencing negative feelings 
such as feeling inadequate as a woman. Conversely to this possible existential ambiguity, she 
also reports frequent moments of relying on spirituality for coping and attributing her fertility 
to a higher power.   
5.2.5 Claudine 
5.2.5.1 Description 
Claudine is a caucasian woman in her mid-thirties, she is married and lives in an urban area. 
She reportedly belongs to an upper-working class and identified her religion as Christian. She 
works as a bookkeeper and her highest level of education is a National Diploma. Her socio-
economic status is reported as good, based on geographical location and family income.  
5.2.5.2. Theme one: View and interpretation of the self  
The self-interpretation described by Claudine highlights the negative lived experiences of pri-
mary infertility as related to her idealised interpersonal functioning, particularly within the 
spousal subsystem. She identifies difficulties with the self-image which is informed by an ina-
bility to contribute to her marriage in a particular way such as an inability to sustain sexual 
intimacy and bear children to satisfy her spouse. She stated in this regard that “I feel less a 
woman who cannot satisfy her husband” and although the difficulty with sustaining fulfilling 
sexual intimacy is accounted for the chronic physical pain experienced by Claudine, the 
stressor related to it appeared mostly in reference to accepted gender identity roles idealised 
within a given social context.  
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The fertility treatment admittedly induces distress as it interferes with the functioning of the 
spousal subsystem, however, there is somewhat a negation of the self in relation to the experi-
ence of pain and more so an acknowledgement of failures associated with socially constructed 
phenomena such gender and marriage. The self-image appears evidently poor, secondary to 
socio-contextual factors and rarely due to interpretation that is informed by independent expe-
riences of the self such as the meaning of living with chronic pain or a reproductive disorder. 
That is, Claudine shows an inclination to view herself as others see her as opposed to inde-
pendently making appraisals of her own experiences with primary infertility such as the expe-
rience of living with a chronic illness, regardless of whether infertility is consequent to it or 
not.  
 
Claudine’s relationship with herself further indicates possible disturbances in identity which is 
related to her perceived normative deviations. She described experiences of anger directed to-
wards her own body, especially her reproductive organs. She acknowledges the difficulty to 
accept living with the underlying condition that resulted in her infertility. She also acknowl-
edges having low self-esteem described as not feeling confident, which she reportedly manages 
by avoiding to look herself in the mirror. It is notable that although Claudine describes an 
awareness of the distress related to living with a chronic illness, the psychological distress 
reported appears to have been precipitated by entering into a marriage.  
An identifiable relationship between infertility-specific distress and the social context is clear 
and there is no indication of whether childrearing may have been of concern to her prior to 
marriage, following the diagnosis. The participant has reported in relation to her lived experi-
ences of primary infertility that “I hated my body…there is a lot of anger and resentment to-
wards my own body” to emphasise the difficulties with self-image and relationship with one’s 
own self.  
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5.2.5.3. Theme two: Psychological aspects of the lived experiences of primary infertility    
For Claudine, the psychological effects of primary infertility indicate diagnosable psychiatric 
comorbidity which exceeded a rather loosely identifiable distress that occurs due to infertility. 
She reported diagnosis of Major Depressive Disorder (MDD) which she describes followed 
from her struggles with self-image and self-acceptance. The negative relationship with her own 
self and the poor self-interpretation appear to serve as the precipitating factors. There is a fur-
ther indication of low self-esteem and self-loathing which occurs at times, symptomatically in 
individuals with MDD, which in turn may suggest a complex way of viewing oneself and a 
potential difficulty to identify positive aspects of the self, yielding a somewhat black-and-white 
self-interpretation which is likely informed by the perceived deviation of the self from societal 
ideals associated with womanhood and maternity.  
 
The participant stated that she “…developed severe depression due to the failed IVF and fer-
tility drugs…I felt like I was not a woman and I was not giving my husband a child when 
everybody around me was falling pregnant…”,  indicating distress linked to self - image and 
self-interpretation that was relative to the social context as well. There is also a theme around 
disappointment indicated in the narrative by her. She describes a struggle between an inevitable 
exposure to childrearing within her immediate community and her own difficulties to conceive. 
This appears to lead to strengthened negativity in self-interpretation as she admittedly experi-
ences difficulty with social identity and continues to experience her own body as failing her. 
Although childrearing is not particularly invalidating in itself, Claudine’s interpretation of the 
self in reference to others in her social context increased a sense of inadequacy.   
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She further describes that healthcare, as a major part of the social context in which she interacts, 
contributes to the invalidation that she is prone to experience due to primary infertility. A seem-
ingly careless feedback that nullifies her lived experiences of pain associated with her under-
lying medical condition appears to perpetuate the pre-existing challenges with failed fecundity. 
The participant’s indication of feedback received within the healthcare systems suggests a pos-
sibility for emotional and psychological neglect during her infertility treatments as she de-
scribes the nullifying feedback the pain and associated magnitude of distress as “it is just in 
your head”. The healthcare systems in Claudine’s social context thus appear to contribute to 
the psychological distress experienced in relation to primary infertility.  
5.2.5.4. Theme three: The socio contextual aspects of the lived experiences of primary 
infertility  
Claudine describes minimal negative conceptualisations of primary infertility within her ethnic 
group. The indication of negative feedback is identifiable as attitude problems that are not nec-
essarily characteristic of her ethnic and cultural orientation. She identifies her immediate com-
munity as supportive and understanding of infertility in general, as opposed to other African 
ethnic groups. She states that her lived experiences of primary infertility have not been im-
pacted negatively by interactions within her immediate community. It appears that she experi-
ences her immediate community as supportive although this may be limited to certain smaller 
groups of persons within her major community.  
 
Her ethnicity does not appear to hold serious implications for the lived experiences of primary 
infertility. However, the cultural ideologies on marriage and possible idealisations of a nuclear 
family structure appear to play a major role in mediating experience. She expressed that alt-
hough“my tribe is supportive…I could never open up about it with my in-laws because they 
will judge me”. The participant further indicated that this is due to an expectation that a woman 
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must have children at a certain age. The limited openness in Claudine’s ethnic community 
reveals a possibility for a subtle or secret stigma which Griel et. al. (2009) cautions may exist 
in western or advanced industrialised communities. 
5.2.5.5. Theme four: Coping mechanisms  
Claudine displayed an inclination towards sublimation which is a known mature and adaptive 
defence mechanism. She expressed with notable distress how the social context may affect a 
woman’s sense of self and identity, depending on what is either endorsed or dismissed. For 
her, this awareness appears to have yielded the efforts for advocacy and creating a socially 
appropriate platform through which individuals may access support and information about re-
sources. Similarly to all defence mechanisms, sublimation serves to buffer against distress or 
anxiety. In this case, coping occurs through unconsciously transforming distress provoking 
stimuli into socially idealised and acceptable activity. There is also cell evidence that sublima-
tion has accessible systems of social support. Her agency to seek holistic management of in-
fertility, including mental health care services serve as a protective factor in this regard.   
5.2.6 Teresa 
5.2.6.1. Description  
Teresa is a Caucasian woman in her early forties. She is unmarried and lives in an urban area 
and identifies as upper working class. She does not identify with any religion and works as a 
manager. Her highest level of education is matric, and she identifies her socio-economic sta-
tus as high based on family income. 
5.2.6.2. Theme one: view and interpretation of the self as a woman with primary infer-
tility 
As it is established that primary infertility affects the self-image and self-concept, Teresa also 
shows evidence in her lived experiences of primary infertility that a conflictual view of oneself, 
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and particularly one’s body does occur. She describes her view and interpretation of the self in 
relation to to primary infertility and her narrative yields themes of resentment and self-loathing 
as well as difficulty with self-affirmation. However, it appears that the negative self-evaluation 
and appraisal is heavily reliant on how she believes others view her in relationships. There is a 
notable absence of autonomous interpretation of self which may, for instance, be informed by 
such aspects as self-driven needs which may be accessible through awareness and complete 
consciousness of the self in relation to the social environment.  
 
The socio-contextual factor that is highlighted in her descriptions shows an idealisation of the 
relationship to others as opposed to one with the self. The disturbed view of self appears to 
result from feelings of inadequacy which seemingly arises from a perceived failure to align 
with normative aesthetic ideals such as abdominal scars acquired through surgical procedures 
conducted as part of fertility treatments. Furthermore, Teresa shows possible intimate relation-
ship anxiety which is triggered by this perceived inadequacy. This is indicated in her narrative 
as she expresses that “I resent my body because of the scars from the surgeries, it affects my 
body image, especially in relationships….” 
Teresa further expresses the negative view of the self through invalidating the functionality of 
her body and qualifying her reproductive health according to perceived social ideals with signs 
of a negative regard of self expressed as “what’s the point of having a nice looking body but it 
doesn’t function properly…they [men] don’t know what is going on, if I tell the guy, will he 
run for the hills”.  
5.2.6.3. Theme two: the psychological aspects of experience  
For Teresa, the psychological aspects of infertility show possible anxiety as she reports expe-
riencing infertility as trauma, feelings of inadequacy and fears of judgement. She further re-
ported feelings of disappointment, regret and a poor sense of belonging in her social context or 
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community. Her given narrative reveals that primary infertility may precipitate existential dif-
ficulties which may result in possible meaninglessness when one interprets personal meaning 
in relation to motherhood and its contribution to the creation and perseverance of pedigree in 
one’s family of origin. Teresa also reported that with primary infertility “you just don’t fit in 
society box…you feel like you don’t belong anywhere, like feeling lost” and this affirms the 
possibility for existential anxiety. 
 
Apart from the reported challenges with a sense of belonging and possible difficulties with 
social identity, Teresa’s indicators of potential existential anxiety are reflected in her enquiry 
into self as either valuable for familial progression or not. She expresses challenges with feeling 
valid when she perceives herself as unable to add value to the family and interprets this per-
ception as implying that she is inferior as an individual being. Although social identity is im-
portant in contributing to a healthy sense of self, it appears to dominate Teresa’s interpretation 
of the self. According to Hermeneutic Phenomenology social identity is a valid aspect through 
which the self comes to understand itself, however, an awareness of others alike in society does 
not necessarily nullify the uniqueness of personhood. In this summary of the narrative, she 
shows an awareness of the self outside  social influence, however, personal autonomy in mean-
ing construction does not appear stronger than the dominance that social identity appears to 
hold in her interpretation of self.  
5.2.6.4. Theme three: the socio-contextual aspects of experience  
Teresa belongs to a wider social context within which various socio-contextual aspects influ-
ence her lived experiences of primary infertility. She describes a general awareness of infertil-
ity in her community which accordingly facilitates the feedback received through social inter-
action. She reported occasional difficulties with infertility when interacting within other micro 
divisions of society such as within social settings where encounters may precipitate judgement 
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passed to self by others whose ideologies are seemingly black and white, especially around 
maternity and gender role identities. There is an indication for a poor awareness of reproductive 
health as associated with poor feedback received within her immediate social context.  
 
Ethnicity appears to be a neutral aspect herein, whereas a lack of understanding and awareness 
seems responsible for the negative feedback identified as influencing her lived experiences of 
primary infertility. The familial subsystem appears to play a positive role in Teresa’s lived 
experiences of primary infertility. She describes the familial context as a source of support, 
with active efforts made to increase her life satisfaction without necessarily achieving fecun-
dity, such as being included in parental roles through playing the role of a ‘god-mother’, for 
instance. Therefore, while a lack of collective awareness of primary infertility may yield neg-
ative experiences of infertility within the social context, a supportive microcosmic level of 
society such as the family appears to counteract these negative experiences.  
5.2.6.5. Theme four: Coping mechanisms  
As indicated, the family subsystem particularly serves as a social support structure for Teresa. 
Apart from coping through accessing support within her family structure, she describes agency 
through seeking knowledge about her underlying diagnosis of which the consequences include 
infertility. She further reported that she belongs to a support group that focuses mainly on living 
with the underlying illness but also addresses distress related to the consequences of the illness, 
including primary infertility. She reported in this regard that “I educate myself about it (con-
dition), read about it, and prepare myself for treatment based on knowledge of the proce-
dures…”.  
 
Teresa displays defence mechanisms of intellectualisation and sublimation. The agency to ac-
cess information sources about a condition that results in her primary infertility and prioritise 
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educating the self aids in minimising distress for her. The intellectualisation defence mecha-
nisms is evident through efforts to focus on aspects of primary infertility in a less emotive 
manner such as focusing on facts to minimise anxiety, which may possibly be associated with 
the uncertainty and/or disappointment that may likely result from the poor treatment outcomes. 
Furthermore, the sublimation defence mechanism is evident in her narrative where she de-
scribed the initiative she takes to provide support to others through participating in platforms 
that focus on empowerment and support. The sublimation defence mechanisms appear as the 
employed defence mechanism when socially acceptable and idealised activities regulate or re-
place negative libidinal energy.  
5.2.7 Nthati  
5.2.7.1. Description  
Nthati is a woman of African ethnic origin in her early forties. She is married and identifies 
her religion as Christian. She resides in an urban area and describes her social status as work-
ing-class. Her highest level of education is a National Diploma and she works as a laboratory 
technician.  
5.2.7.2. Theme one: view and interpretation of the self  
The interpretation and view of the self-reported by Nthati appears to be negative and self-de-
feating. She expresses a feeling of disappointment and a sense of betrayal in relation to her 
own body as well as feelings of inadequacy. This poor interpretation of the self appears to be 
derived from the appraisal of oneself in relation to the need to achieve fecundity. Nthati reports 
feeling “upset with her own body and feeling like a failure for the longest time”. Although 
there is no evidence for low mood, this negative self-interpretation may incline her towards 
developing depressive symptoms such as a low-esteem and feelings of worthlessness which 
may disturb mood regulations and decrease general life satisfaction. It further appears that sim-
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ilarly to other participants in this study, primary infertility may be a hallmark of self-interpre-
tation as the relationship with the body appears to overshadow the individual’s command of 
personal and social identity.  
5.2.7.3. Theme two: the psychological aspects of experience  
Nthati’s psychological aspects of experience are also identifiable in her descriptions of her 
relationship to self. She further described emotional distress associated with the process of 
learning about physical ailments which result in infertility and the agency taken to manage 
these medically. She expresses that trying to conceive naturally when diagnosed with a condi-
tion that underlies primary infertility “has been a difficult journey… because women take it for 
granted that when you decide to have a baby, it’s gonna happen naturally”. The feelings of 
disappointment appear to dominate the participant’s psychological aspects of the experience of 
primary infertility and this is further indicated as she expresses that“realising that one may 
never conceive naturally takes a toll on oneself as well as their emotional wellbeing”.  
 
The theme of disappointment that the participant yielded herein affirms that the needs for ma-
ternity may be regarded more highly than other aspects and areas of functioning in one’s life. 
Nthati reported that awareness of primary infertility and related reproductive health problems 
become “all that you focus on”. The need to achieve fecundity may overshadow the individ-
ual’s life for various reasons and the psychological level of development that the individual is 
at may further contribute to how this need is prioritised by the individual. It is notable, however, 
that the needs for fecundity appear to be mostly driven by the needs to fulfil social ideals such 
as gender role identities and normative familial structures which are also associated with mar-
riage. For Nthati, this distress may be perpetuated by what she describes as pressure by society, 
both at the macro and micro levels.  
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5.2.7.4. Theme three: socio-contextual aspects of experience   
Nthati identifies her immediate community as having negatively affected her lived experiences 
of primary infertility and describes this as “being pressured by family and friends”. The social 
pressure defined by Nthati as imposed mainly by her family of origin and those in immediate 
social settings appear to be related to ideologies around gender identity roles and established 
convention. The participant further indicated a relationship between the identified social pres-
sure and age, stating that “I was under pressure because people expected that at a certain age 
you’re expected to have a child” to affirm this. She further indicates a possibility for a connec-
tion between a lack of understanding and knowledge of infertility as partly responsible for the 
socially embedded poor feedback. According to her, transparency about diagnosis and related 
infertility problems has aided in reducing the imposed social pressure. 
5.2.7.5. Theme four: coping strategy  
Nthati indicates various coping strategies in coping with infertility-specific distress, precipi-
tated by distinct factors including the social context. The identified coping strategies of fatalism 
are evident in her narrative as well as agency towards mental health care support. She displays 
insight into the infertility-specific distress and independently takes initiative to access mental 
health care support which she reportedly benefits from. The participant further indicated an 
inclination towards fatalism which may be connected to a sense of helplessness as she stated 
after “failed IVF I told myself that if it happens it happen, if it doesn’t happen, it doesn’t hap-
pen”.  This coping strategy identified in Nthati’s narrative is also indicated across the popula-
tion of women with needs to achieve fecundity. It appears to aid in the relief of distress although 
it poses risk to hinder agency or perpetual distress as it may potentially imply a suspension of 
own needs and possible subjection of self to an unknown higher power.  
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Moreover, Nthati displays healthy emotional regulation and the ability to set boundaries that 
she associated with age and maturity. These coping strategies appear to particularly buffer neg-
ative and invalidating social feedback as well as minimise risk for emotional disturbances. 
Although she indicates the fatalism coping strategy, her other coping strategies are adaptive 
and effective in the long run. She further indicates that the fatalism defence strategy is strength-
ened by the admission that primary infertility is beyond the individual’s control, despite the 
tendency to possibly overlook the unmet needs of fecundity and independently resolve this. 
That is, fatalism provides distress seemingly by enhancing a tendency to nullify other aspects 
of experience that may be within the participant’s control such as resolving the developmental 
tasks that may be negatively altered by infertility.   
 
It is notable that although there are clear signs of infertility related distress, Nthati also displays 
distress related to living with chronic pain related to the diagnosis. And although the lived 
experiences of chronic pain are beyond the scope of this study, it is worth noting that infertility-
specific distress may occur with complications related to living with chronic physical pain. 
Nthati’s narrative indicates an inclination to initiate agency for treatment based on a hierarchy 
of symptoms or needs for treatment at a given time.  For her, fertility treatment may not nec-
essarily take preference over pain management and this seems to appear more as the individual 
reaches a particular age, where unachieved fecundity may not necessarily yield existential or 
developmental distress. The shift from a preoccupation with achieving fecundity to the agency 
towards pain management appears to further reduce infertility-specific distress and therefore, 
serves as a protective factor.  
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CHAPTER SIX 
DISCUSSION  
This chapter discusses the findings of the study indicated under the results section above. The 
researcher identifies several socio-contextual factors that underlie the lived experiences of pri-
mary infertility across the diverse groups of women. There is also evidence of overlapping 
socio-contextual factors that further reveal intersectionality across social strata and contexts. 
For example, ethnic disparities were found to have a significant impact on the lived experiences 
of primary infertility amongst women of African origin while socio-economic status and reli-
gious orientation revealed a deviation from those common experiences to a difference in ide-
ology and interpretation. These findings are outlined in the sections below.  
6.1. Primary infertility amongst women of African origin  
A common response towards primary infertility in women of child-rearing age within black 
communities in South Africa is revealed in the study findings. The participants of the study 
belonged to different ethnic groups and there were slightest differences in the way primary 
infertility is perceived and interpreted in different African communities. A theme that emerged 
more frequently than others was that of a lack of privacy and boundaries, which indicated pos-
sible diffused boundaries between families of origin and the couple subsystem. The emergent 
theme indicated what appears to be interference within the couple subsystem particularly in-
terference on the resolution of infertility and treatment options sought by the couple. Lineo 
expressed, for example that, “whenever I go to the family they… they like you still don’t have 
children I know it’s my fault and it’s a burden, I know I’m unfair to him…It’s really tough, 
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There appears to be a disregard of the couple’s established ways of managing primary infertil-
ity. The narratives provided by the participants emphasised interference that particularly stems 
from the husbands’ families. The underlying reasons for this interference were not specifically 
stated by participants although there appeared to be a connection between culturally based ide-
ologies and the supposed agency displayed by the husbands’ families of origin. For instance, 
Ontlametse expressed that her spouse’s family of origin disregards the couple’s management 
of primary infertility. This is reportedly experienced when the family imposes culturally based 
interventions such as consulting traditional healers and spiritualists, which the participant re-
portedly does not believe in. For Ontlametse for example, this was initiated especially by her 
mother in law “every time, she is looking for traditional healers, she takes me everywhere”.  
 
The African communities to which the participants belong are reported to respond negatively 
to infertility within marriages, with harsh judgements being imposed on women and resolution 
options shared with the husbands. Further reports affirm findings from the reviewed literature 
that the burden of infertility is imposed on women in different social contexts. The familial 
interference around treatment-seeking behaviours and other resolution options are not estab-
lished as supportive although these may superficially appear as efforts to assist the couple in 
resolving their infertility.  
 
Opinions that are raised as positive gestures such as referral of the childless woman to spiritual 
and traditional healers are received as negative, as expressed by a participant who experienced 
this agency by her mother-in-law as hurtful. She further described it as an annoying invasion 
of her privacy and a disregard of the couple’s chosen treatment options - “my mother in law, 
she’s always sending me somewhere where they pray for people, like anywhere I can I could 
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get help and it is annoying” (Ontlametse, 31-year-old Tswana married woman). Another par-
ticipant also expressed a similar sentiment when she reported interference by her in-laws and 
church leaders who may otherwise appear supportive but are experienced by the woman as 
subtly judgmental and invalidating her marriage - “our Bishop was calling an alter call saying 
I need to pray for you, you’ve been married for 11 years and you don’t have any children and 
its not what God wants for the both of you” (Lineo, 42-year-old woman, married, Charismatic 
Christian and Sotho).  
6.2.  Socio-contextual appraisals of primary infertility: limitations to marriage   
It appears evident that childlessness in a marriage is perceived as a problem in communities of 
African ethnicity. Resolution strategies of infertility as the perceived problem that it is made 
to revolve mainly on ideologies around gender roles, familial structure, and the function of 
marriage. It emerged several times that one of the most reported solutions to infertility in Af-
rican communities is polygamy. The husband is urged to take a second wife who will bear 
children for him or marital infidelity is encouraged in an effort to assist the man to achieve 
parenthood. Lineo expressed that “In church they always talk about Anna…she couldn’t have 
children, so Penina can give children, sometimes I feel like if my husband wants to marry 
someone because I’m taking away his dream of having a child it is fine, he can go ahead… He 
doesn’t want to marry someone but what if some day those people win”   
 
This is considered an effective solution without the women’s consent and without considera-
tion of the possible threat that this may have on the nature of the couple’s relationship or overall 
satisfaction of the marriage. Lineo reported that while she experienced infertility in a negative 
light due to the social feedback and pressure, her husband was not willing to have children with 
another woman without exiting the marriage or to have a polygamous marriage.  
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A relationship between beliefs around gender roles and marriage appear to exist in African 
communities. Women are assigned roles that revolve around bearing and raising children while 
social recognition and respect also depend on motherhood despite being an adult woman and 
married. Marriage is also less considered as a unit that preserves companionship and intimacy 
but mainly as a unit intended to contribute to society through childrearing and preservation of 
family names. The function of marriage seems to be tied mainly to social expectations of es-
tablishing nuclear families and not so much to the intimacy needs of the couple, amongst other 
things. An ideal family structure is also perceived as one comprising of both the couple sub-
system and the sibling subsystem, which inevitably emphasises childrearing.  
 
Other findings aligned with the literature reveal that the high social status assigned to women 
is not only associated with marital status but also with motherhood. In African ethnic groups, 
married women without children reported feeling disregarded by their in-laws because they did 
not have children. Traditionally, a married woman will be given a name for her first child and 
will be addressed as a mother to that child as opposed to being addressed by her first name. 
Unmarried young adult women and girls are mostly addressed by their first names and some-
times with the precursor such as sister to show positive regard. This is especially evident in the 
narratives that Ontlametse and Lineo provided, indicating that they feel less respected and val-
ued as wives and adult women.  
 
A participant who is reportedly married into a conservative family reported that albeit being an 
adult woman who is married into the family for several years she is not addressed as a married 
woman or with respect equal to that of other married women in the family. The respect and 
high social status and recognition reserved for married women is reserved only for those 
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women who bear children within the marriage. Women with infertility are thus subjected either 
to minimal gestures of respect or to negative experiences such as being called names.  
 
It is worth highlighting, however, that although there is evidence for a negative mediation of 
experience by factors around ethnicity, this is not always the case and belonging to a specific 
ethnic group does not always predispose women to negative experiences of primary infertility. 
Narratives were given where the participants did not experience their ethnicity as affecting how 
they experience primary infertility. The effects of ethnicity on the lived experiences of primary 
infertility were seemingly neutral in other narratives. Participants indicated that they do not 
experience anything different from other members of the ethnic groups compared to others 
who may belong to a different ethnic group. Ontlametse and Ntsoaki, for example, reported 
that their ethnicity did not affect their lived experiences in any way.  
 
No accounts were thus provided on ethnic disparities and the lived experiences of infertility by 
other participants. With this considered, it is conclusive that ethnic origin does not always me-
diate experience and at times an overlap between socio-contextual factors may yield an infu-
sion of experiential responses to phenomena and such overlap may occur within a specific 
ethnic group which may otherwise be a neutral variable.   
6.3. The self-interpretation of women with primary infertility  
It is evident from this study’s findings that self-interpretation in women with primary infertility 
occurs independently of the social context as well as relative to it. There is a notable dual stance 
in interpretation as there is reference made to the social context in the efforts to provide narra-
tives that are intended to reflect on first-hand experiences of primary infertility. This stance in 
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interpretation is normative in phenomenology as consciousness of the self is arguably achiev-
able within the social context and not necessarily in a manner in which consciousness of one 
aspect of being will nullify that of another.  
 
The contents of the narrative indicating self-interpretation reveal that a reference to the social 
context is inevitable. Although there seems to be an awareness of the negative regards of pri-
mary infertility embedded within the social context, the participants concisely referred to var-
ious socio-contextual factors in their appraisals of self and derivation of meaning. However, 
although limited, the autonomy for self-interpretation was also indicated and reference was 
made to intrinsic ways of coping with primary infertility as well as the perception of self which 
is independent of the needs for fecundity. There are indications of positive self-regard and self-
compassion when the social context is not acknowledged in self-interpretation and a possible 
disturbance in experience when social identity is recognised as ideal.  
 
6.4. Heidegger’s hermeneutics, infertility, and the self: Implications on narrative 
Hermeneutic phenomenology sheds light on the process of interpretation and highlights the 
importance of the social context in which being finds itself. In this manner, a distinguished 
isolation of two main aspects of interpretation is made and that is context and being. In Her-
meneutics phenomenology self-interpretation does not occur in isolation and a necessary con-
sciousness of context is endorsed by Heidegger in arguing that interpretation is heavily in-
formed by the beings with which the being in question identifies. Additionally, contemporary 
scholars further emphasise that interpretation and understanding of the self occur within a 
meaningful world, which is context and culture (Janz, 2018).  
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Self-interpretation in women with primary infertility occurs in no way different from the fun-
damental principles of hermeneutics. The evidence for self-interpretation in women with pri-
mary infertility suggests a personal narrative that is largely informed by different aspects of 
their social contexts.  These social contexts in which experience occurs and in which one be-
comes aware of the self in relation to others may present various aspects of interpretation. It is 
clear from the findings of this study that the micro-aspects found within the social contexts 
facilitate the lived experiences of primary infertility and this is consistent with the core princi-
ples in hermeneutics.  
 
In Hermeneutic phenomenology narrative and interpretation are interconnected as displayed in 
classic and contemporary discourse on this method. That is, narrative as acknowledged by an 
individual is informed by interpretation which is localised within the individual’s context. With 
regard to infertility, the individuals are likely to derive meaning from the contextual aspects of 
the social context such as ideologies that are widely accepted and religiously endorsed ideals 
of womanhood and fecundity. This derivation of meaning may in itself result in self-interpre-
tation which introduces either negative or adaptive elements of a narrative. The implications 
of contextual interpretation in as far as primary infertility is concerned herein appears closely 
linked to poor narratives as the social context is found in this study as invalidating of primary 
infertility, this is referenced to major social systems as opposed to the present micro aspects.  
 
The narratives in this study indicated themes of both positive and negative self-interpretation 
in relation to primary infertility. The negative themes on the one hand included self-blame, 
feelings of inadequacy and ambivalence towards social engagement, expressed as a desire for 
the ideal social context in which self-acceptance will be easily attainable. And the positive 
 
 104  
themes, on the other hand, revolved around a sense of contentment, self-acceptance and com-
passion to self. The negative aspects of interpretation expressed as self-blame are evident in 
the findings of women who are inclined to assume the burden of infertility and its impact on 
the lives of those affected by their childlessness, either indirectly or otherwise.  
 
Ntsoaki, for example, revealed that for her the mourning and the grief that accompanies her 
primary infertility is for those who would have celebrated the children she bears more than it 
is for herself. Her reported mourning and grief were for the perceived loss of others’ cherished 
ideas such as those of her spouse’s and her parents. Such would be losses of the idea of father-
hood for her spouse and that of being grandparents for her parents.  
The participant stated this and reported “I feel a sense of mourning and grief, but the mourning 
is mainly for us, not for me. I mourn for my husband that he may never become a father, I 
mourn for my parents because they may never experience being gran parents through my own 
children”.  Although Ntsoaki denied that this sense of guilt is related to any internalised nor-
mative ideals, she made constant reference to her social context, indicating a possible need to 
identify with significant social counterparts.   
 
Although interpretation here is centred on the self-concept and the relationship that a woman 
will possibly have with herself while battling primary infertility, there is evidence for an inev-
itable inclination to refer to the wellbeing of those considered significant. This further indicates 
an inclination to perceive the self negatively when the burden of discontentment is carried by 
women themselves. Women may in this regard, endorse negativistic appraisals of themselves 
passed within their social contexts and gravitate towards self-blame and other self-defeating 
ways of interpretation.  
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Moreover, the self-blame expressed may also be a result of guilt feelings carried by the woman 
for the inability to contribute to the ideal structure and growth of her spousal system. That is, 
in cases where it is either perceived or mutually desired that ideal growth and advancement of 
spousal or couple system is enhanced through child-rearing. Thematic representations of guilt 
and resentment of the spouse were evident although it appears that guilt feelings are readily 
accepted and acknowledged by women as opposed to the resentment of the spouse for imposing 
unmet expectations and desires on the women.  
 
The spousal resentment is however under-represented as this is expressed in subtle ways such 
as verbal reports of bearing the responsibility to fulfil the spouse’s need for parenthood and 
expressions conveying anxiety around marital or relational stability as well as incongruent non-
verbal cues such as those normatively known as conveying irritability and hostility. Overtly 
expressing resentment and hostility as observable during interviewing, Lineo reported “he can 
go and find someone who will give him children then because I make it impossible for him to 
get what he wants”. Ntsoaki also denied a sense of resentment towards her spouse despite 
admitting to marital discord arousing from her perceived sense of inadequacy projected to the 
spouse.  
 
The self-blame expressed in many ways from the narratives of this study’s participants also 
appears to be related to the evident feelings of inadequacy observed in the ways in which 
women tend to feel capable of fulfilling marital or gender identity roles prescribed within their 
social contexts and possibly internalised through socialisation. While it may not be reasonable 
to ascertain that the expression of guilt and disappointment is necessarily related to a lower 
regard of the self, it is evident from the narratives given in this study that feelings of inadequacy 
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may arise from negative self-interpretation, particularly when women view themselves in an 
invalidating light of incapacity and perceived failure. 
6.5. Socio-economic status and the lived experiences of infertility 
The participants for this study were recruited at a public hospital’s reproductive and endocrine 
unit. Fertility treatments in this unit are billed at the patient’s liability in addition to government 
subsidies. The participants who follow-up in the clinic are thus public health care users who 
may or may not afford private health care and can also be classifiable within various socio-
economic statuses. The family incomes of the participants may also exceed or match those of 
an average South African.  
 
The participants reportedly belonged to upper working class and middle-class societies, respec-
tively. The descriptions of class were limited to the participants’ understanding of their social 
strata and no formal definitions were provided by the researcher to the participants. For the 
participants, social classification appeared to be based mainly on geographical disparities and 
family income in converse to a spectrum of factors formally used to described social classifi-
cation.   
 
The participants in this study have self-described as members of middle-income families. The 
occupations of the participants were also described as both informal and formal, with other 
participants describing their social status based on the income of the spouse as opposed to their 
own income. There were no significant reports of socio-economically based influences of their 
lived experiences of primary infertility. However, the participants did not fall under the highest 
earning or demanding vocations that may increase the need for career advancement, which may 
in turn mediate generic conceptualisations of childlessness and consequently inform partici-
pants’ lived experiences.  
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The narratives in this study reveal the socio-economic status as a neutral socio-contextual fac-
tor in the lived experiences of primary infertility. It is not indicated by the participant that their 
lived experiences of infertility may be related to the limitations of their family income or 
whether they identify as wealthy or poor. Although the family level of income may dictate 
geographical locations of families, neither urban nor rural areas, it was found that the mediating 
socio-contextual factors involved in the lived experiences of infertility are mainly those asso-
ciated with cultural orientation and socialisation.  
 
Treatment-seeking behaviours were neither found to be impacted by the socio-economic status 
as would be the case in other social contexts nor were there any beliefs evident to be associated 
with agency or a lack thereof, such as fatalism. The view of the self-expressed by the partici-
pants was also not found to be related to the socio-economic status of the participants such as 
in cases where child-rearing may be closely linked to success in women with low socio-eco-
nomic status as opposed to the appraisal of success and fulfilment which is associated with 
monetary and wealth acquisition in women with high socio-economic status.  
 
It is evident from the findings of this study and the contemporary literature reviewed by the 
researcher that the socio-economic status mediates the lived experiences of infertility in con-
texts where access to treatment may be limited to economic constraints. The participants of 
this study reported a fair socio-economic status which did not affect access to treatment, and 
thus did not report any sense of impact on their lived experiences of infertility.  
The societal classifications that may also be reliant on the individual’s socio-economic status 
such as geographical locations and social groups did not appear to play a notable role in medi-
ating the lived experiences of primary infertility. Several factors that contributed to experiential 
 
 108  
aspects of infertility that may be associated with socio-economic status appeared to inde-
pendently influence experience as opposed to being representative of the socio-economic sta-
tus.     
6.6. Ethnicity and primary infertility  
Ethnicity in this study is already distinguished as a factor reflected through cultural practice 
and traditional ideology as opposed to racial differences. Cultural orientation and ideology 
were found to be most effective in mediating the lived experiences of primary infertility in 
women whose social identity was defined by maternity amongst other aspects. The core ideo-
logies around gender roles and expectations found in the African ethnic groups were evidently 
active in superimposing ideals on women’s social identities. The African ethnic groups are 
known to endorse pronatalism and in many social contexts, the expectations of maternity and 
parenthood are typically narrowed towards the bearing of biological children. Ethnicity ap-
peared in the narratives of the participants as an active socio-contextual aspect that potentially 
altered marital functioning, social identity, and self-perception.  
 
The participants who reported unsatisfactory marital functioning attributed this to reported dys-
function to social pressure experienced either through their immediate socio-context such as 
extended families or through the wider macro systems they belonged to such as religious com-
munities. It is evident from the narratives given in this study that although the social pressure 
is perceived and validated by the contexts in which it occurs, the perceived feedback at the 
time is that which informs of a self lacking in the ability to fulfil the ideal marital responsibil-
ities of child-rearing. The feelings of guilt and self-blame that arise from this perceived social 
pressure and judgement have been reported as being expressed within the couple subsystem as 
opposed to the social contexts in which they originate.  
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For Lineo, for instance, a negative social identity followed from hostile and unsupportive social 
feedback is reported as the basis for marital discord. This occurs in instances where it is be-
lieved by the participant that her spouse perceives her in the same light as the external partici-
pants of her immediate social context. There is also evidence for internalised shame, which is 
also embedded within the social context but appears to be expressed in interactions with one’s 
spouse.  
 
Although the identified shame is evident in the participants’ narratives, it has not been estab-
lished as consequent to intra-personal dynamics such as distorted core beliefs about the self or 
maladaptive personality, for example. The shame-inducing socio-contextual factors have been 
established as entrenched within ethnic origins as one would often verbalise that the feedback 
received in contexts within religious settings or social gatherings are those known to be in-
formed by cultural orientation and not necessarily religious dogma.  
 
The prescribed ideals around marriage, childrearing and womanhood that are exclusive to eth-
nic groups indicated in this study, have been found to have negative impacts on women with 
infertility.  There is no evidence in the participants’ narratives for social tolerance of either 
voluntary or involuntary childlessness, especially within marriages. The definitions and roles 
ascribed to the genders within the social contexts of the participants in this study emphasise 
maternity and its supremacy is highly associated with good social status and a high regard as a 
woman. Ontlametse reportedly experiences disrespect and isolation in her social context based 
on her primary infertility and stated that “during family gatherings, they would call me sesi 
followed by my first name instead of using a respectful denotation, just because I am not a 
mother, even if I am married”.   
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These findings are consistent with those presented in the literature on primary infertility within 
Islam and other African communities (Mabasa, 2002; Westoff & Pietsch, 2015). The women 
in these seemingly conservative groups with strong religious claims are viewed in the light of 
motherhood and social honour is typically conferred towards women on condition that she 
follows the convention of marriage and child-rearing. It is of minor significance in those social 
contexts that the women identify with other social groups that may not necessarily value ma-
ternity but other life projects such as establishing a strong work-life.  
 
There is evidence for the intersectionality of social categories to which women belong and with 
which they identify, however, this intersectionality is regarded superficially in certain ethnic 
groups. The potential for ambivalence in identifying with one social context and not another is 
inevitable in this instance. The lived experiences of infertility in these social contexts where 
the individual woman may struggle with group identity and belonging are likely to be distress 
related and negative. The literature on intersectionality already reveals an overlap of social 
identities as one may constantly exit and enter different types of social contexts at different 
times while the literature on ambivalence reveals conflicting cognitive and emotional processes 
and a possible lack of consistency (Jibrin & Salem, 2015).  
 
The themes that arise in the narratives of the participants affirm that the possible infertility 
specific distress related to intersections between other social contents and ethnic background 
was reflected mainly in the expressions that indicated a desire for an ideal world. There were 
no overt reports of sensing a difficulty around the overlapping social contexts, however, the 
need for an ideal world was expressed as a perceived solution to the distress induced by the 
defined social pressure experienced within ethnic groups 
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The social pressure ascribed to ethnic groups was identified by participants with contempt and 
as a major precipitant of psychological distress. Ontlametse indicated “on a personal level, I 
would say I am fine with myself and understand infertility for what it is but in my social context 
not having children is difficult because of the social pressure; maybe if there was an ideal 
world, not having children will not cause distress”. Lineo also expressed the same sentiment. 
This display changes in the narrative that affirms the difficulty with ethnic orientation, identi-
fication, and personal identity.  
 
Social identity expands beyond a sense of belonging, shared identity and values within a social 
group. Personal derivation of meaning is closely related to social identity, this may in turn 
validate the sense of self in comparison with other social groups with which one does not iden-
tify and likely perceives as competitive. Apart from strengthening a sense of group belonging 
and its associated privileges, social identity may facilitate self-perception as well as that of 
others (Spears, 2011). The same sentiment is echoed in Oyserman et al. (2012) who relate 
personal and identity to social relations and group membership, both of which have an impact 
on the manner in which individuals define and view themselves.  
 
In essence, self-identity cannot be divorced from social identity as the latter serves to inform 
certain aspects of the former. One might, of course, define the self based on intrinsic traits such 
as introversion or creativity. However, self-identity is also informed through participation 
within the macro-social context. In such instances, one may self-identify in relation to major 
social institutions such as marriage or occupation, as in instances where identity may capture 
acquired statuses such as spouse or employee. It is with no exception that even within a popu-
lation of women with primary infertility, social identity does play a major role in the formations 
of self-perception and identity. With ethnic identity being at the forefront herein, it is important 
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to note that an assumption of certain gender identity roles may narrow self-perception, limiting 
it to convention.  
 
It is therefore expected that the perceived deficiency in the ability to adhere to and align with 
the prescribed gender identity roles may also threaten an adaptive perception of the self, de-
pending also on the individual’s interpretation of the narrative. The beliefs about and aspira-
tions towards maternity evident in this study’s diverse ethnic representations also affirm an 
orientation towards pronatalism have been established by the researcher as closely connected 
to social identity.  
 
It is understood that social convictions and ideologies are strongly typically held strongly 
within the social contexts in which they are established, possibly introducing difficulties with 
the tolerance of other opposing sets of beliefs. At the onset of the changes in personal narra-
tives, such as at the reception of a diagnosis suggestive of infertility, self-perception may be 
altered especially as it becomes misaligned with the known ideologies as well as when incon-
gruent with the individual’s social identity. It is therefore at this point that there may be an 
alteration of self-perception through social identity, more so for the women with primary in-
fertility within African ethnic groups that are studied herein.  
6.7. The intersection between ethnicity and socio-economic status  
A specific intersection occurred in this study between socio-economic status and ethnicity. 
Ethnic background appeared significant in mediating lived experiences of primary infertility 
and yielded negative experiential influences instead. The mediating factors that occurred within 
a specific cultural orientation appeared to be closely tied to socio-economic status such as feed-
back passed from community members who were of lower level education, unemployed and 
belonging to lower-income communities.  
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There is no established relationship between socio-economic status and ideologies expressed 
in conceptualising infertility and the disapproval of childlessness in marriage. Instead, there is 
notable evidence for culturally relative and established ideologies that fail to endorse childless 
marriages in African communities, however, there is no obvious indicator that socio-economic 
classifications can manipulate the social construction of infertility.  
6.8. Infertility specific distress: the associated defence mechanisms  
The findings in this study revealed that the lived experiences of infertility occur with a signif-
icant amount of distress, although there was no evidence for diagnosable psychiatric co-mor-
bidity in the study participants. The distress was identifiable through various factors evident in 
the participants’ narratives and observation of behaviour during interactions with the partici-
pants. The narratives further yielded different psychological strategies of coping and managing 
the distress as were employed by the participants at different levels of experience. These ways 
in which participants seemed to manage distress related to the primary infertility were notably 
yielded through different levels of consciousness. 
 
The emphasis is decidedly placed on levels of consciousness as it is almost not feasible to 
consider coping mechanisms without regard to the structural aspects of the human psyche. The 
researcher identified both defence mechanisms and defence strategies which denote different 
concepts in this study. A befitting description that isolates defence mechanisms from readily 
adoptable coping strategies captures their essence as unconscious mental control processes 
whose function is to protect the individual from conflictual ideas and intolerable effects (Prunas 
et al., 2019). The unconscious defence mechanisms that typically form during early life psy-
chological development expectedly relieve distress without the individual knowing that they 
are employing certain defence mechanisms in most cases.  
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The initial introduction to the theory of defence mechanisms was made into mainstream psy-
chology through Sigmund Freud (1939-1956) in psychoanalytic psychology. According to both 
classic psychoanalysis and contemporary literature may be classifiable as either mature and 
adaptive or immature and maladaptive. Because they serve to protect or defend individuals 
against distress and assist to buffer against negative and threatening stimuli, they are more 
effective when they are mature and adaptive, meaning they complete the protective function 
optimally (Grohol, 2016).  
 
While there is a rich literature on defence mechanisms and empirical studies proving their ac-
tuality, this study will not focus on such a broader elaboration. Therefore, only the defence 
mechanisms identified in the narratives of the participants will be highlighted and addressed 
within the scope of this thesis. The defence mechanisms identified in this study’s findings in-
cluded denial, projection, compensation, displacement and rationalisation.  
 
The permanence and unconscious nature of the defence mechanisms does not however imply 
failure of adaptation in the environment through the use of conscious, effective and learnt strat-
egies of coping with distress. The coping strategies are voluntary and employable as the indi-
vidual wills it in any given situation that requires distress management. The coping strategies 
found in the narratives of the participants were consistent with those highlighted in the litera-
ture reviewed by the researcher. The three most common coping strategies found were fatalism, 
avoidance and denial which were found to be effective short term and potentially.  
 
The denial defence mechanism was exposed in the narrative at points considerable as a con-
frontation with insight into own interpretation of the self-experience as a woman with primary 
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infertility. A manifestation of denial defence mechanism is expectedly unconscious but because 
it is one of the primitive defence mechanisms, it is considered ineffective, particularly in treat-
ment-seeking or change implementation behaviour. Denial is typically expressed through 
avoidance of the negative uncomfortable or psychologically threatening stimuli by focusing on 
other positive areas of functioning (Grohol, 2016).  
 
In this study, in particular, the denial defence mechanism is observable where the participants 
indicate a possibility of perceiving child-rearing as a potential stressor or deterrence to personal 
or professional growth. There appears to be an association made between positive areas of 
functioning and absent maternity. However, there also emerges in the narrative a strong need 
to achieve maternity, yet the unconscious schema formed against personal needs for maternity 
in light of other personal achievements is not recognised as possibly preventing the self from 
attaining in-depth personal meaning concerning primary infertility.  
 
The participants were further observed to have not been fully aware of the impact that primary 
infertility has on their sense of meaningfulness until prompted through the research interview. 
The evidence for such concerns was noted during engagement in interviews. There was a fair 
representation in the study sample of a lack of awareness of the self and changes in one’s own 
narrative which was facilitated by the unconscious denial defence mechanism. 
 
There also emerged evidence for the projection defence mechanism in the study when the nar-
ratives explored exposed the participants’ unconscious efforts to remove the self from the ex-
perienced distress and its precipitant beliefs and perceive others as experiencing the distress 
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instead. This was especially observed to be a displacement occurring within the spousal sub-
system where the unacceptable or distressing beliefs about the self were especially attributed 
to the spouse.  
 
The participants have specifically showed a reluctance to acknowledge their own negative self 
convictions and set defeating beliefs such as feelings of guilt and self-blame consequent from 
primary infertility.  This in essence is the typical manifestation of the projection defence mech-
anism and is consistently represented in the literature as the misattribution of unwanted and 
undesired thoughts, emotions and impulses onto another person who may not necessarily ex-
perience or display them.  
 
In this study, in particular, the indicators of projection were identified as expressed by the par-
ticipants towards the spouse and were indicated especially when considering resolution strate-
gies of the couple’s primary infertility. The resolutions were mainly indicative of thoughts of 
re-marrying or fears of separation or divorce were notably validated by beliefs that the spouse 
resents and blames the participant for failing to achieve fecundity. This was also expressed 
with admission to guilt feelings associated with the negative perception of the spouse notwith-
standing the emotional support the participants reported to receive from spouses.  
The participants denied that their spouses have, at any point within the marriage expressed 
blame and contempt towards their inability to naturally conceive and neither were there any 
admitted threats of divorce, separation or re-marriage made by the spouses.  
 
It was observable that the guilt feelings, blame and fears of separation were perceived by the 
participants as opposed to actually existing within marital relations. Further exploration and 
probing into the perceived distress revealed a poor sense of self which was expressed through 
 
 117  
feelings of inadequacy and as a sense of incompetence as a childless, married woman of 
childbearing age. The beliefs that seem to reinforce this poor sense of self were also expressed 
in the ethnic-specific ideologies regarding gender identity roles. It was also evident that the 
women bore the burden of infertility in their marriages because of the diagnoses of female 
factor infertility for the couple, this was the case despite admitting to the absence of such a 
burden imposed by the spouses. The distress was specifically elaborated in narratives where 
the projection defence mechanism was evident.  
 
Ntsoaki, for example, expressed a sense of guilt associated with perceived incompetence as a 
wife “who cannot afford her husband the opportunity to achieve his dreams for fatherhood” 
and admitted to attempted separation in an effort to avoid conflict which has however led to 
discord as her spouse did not express any dissatisfaction with her not being able to bear children 
at the time. The evidence for projection here is especially exposed in the apprehension that the 
participant does not consciously acknowledge and instead displaces the anxiety and guilt feel-
ings towards her spouse who has nonetheless been reported to be supportive and has not dis-
played behaviours suggestive of contempt or contemplation of separation.   
 
Lineo expressed with observable irritability and hostility that her husband “can marry a second 
wife because according to their religion divorce is prohibited, but because he feels like she’s 
failing him, he can go ahead and marry”. While she appeared particularly distressed, she ex-
pressed herself with a heightened tone of voice and facial gestures suggestive of irritability and 
anger. The researcher’s probes in these expressions by the participants also affirmed the like-
lihood that the participant’s negative view of the self as a failing wife who risks having the 
stability of her marriage threatened are self convictions that her spouse has reportedly never 
expressed.  
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The compensation defence mechanism similarly operates at an unconscious level of the human 
psyche. This defence mechanism is mostly evident when the individual employing it may re-
place feelings of inadequacy in one area of their lives through emphasis on strengths in other 
areas.  That is, when there is perceived weakness or deficiency, the individual may counterbal-
ance this by emphasising their strengths in other areas such as in instances where one may 
perceive their infertility in a negative light and interpret themselves as inadequate, they may 
emphasise strengths in other areas such as in work or social relations. This is a healthy and 
mature defence mechanism and has been found to impact positively on self-image and self-
esteem when employed appropriately contrary to overcompensation.    
 
The study findings reflecting the use of this defence mechanism indicated an emphasis on self-
care and vocational advancement. The decision to prioritise self-care over ART was indicated 
as closely related not only to age but also to physical pain experienced in the effort to conceive 
and as a result of the illness underlying infertility. A thematic expression herein was on ac-
ceptance of childlessness and an inclination to focus on what is apprised as equally important 
to child-rearing. This was indicated for instance, by Sindisiwe when she revealed that “I have 
to stop the treatment to take care of both my emotional and physical health although I would’ve 
loved to have children and am still anxious about a future without children”.  
 
For Ntsoaki, similar expressions appeared when conveying emotive aspects of her narrative. It 
appeared then that her efforts to cope with what was revealed to be infertility-specific distress 
were through a shift of concern from the need to conceive to personal and professional growth. 
The participant particularly expressed that her decision to temporarily discontinue fertility 
treatment at the time of the interview was so that she can relieve herself of the anxieties related 
 
 119  
to the outcomes of ART and direct effort to personal and professional growth. This follows 
parts of the narrative that reveal a sense of failure towards spouse and parents, the participant 
actively removing the self from the negative aspects of her own lived experiences of the infer-
tility. The self-reflections that were mostly evident were on focusing on the positive meaning 
found in living with primary infertility, which was closely tied to personal growth and oppor-
tunity for advancement of career and other vocational endeavours.  
 
The above expressions in essence indicate the use of compensation defence mechanisms. There 
is evidence for different aspects of distress and different coping strategies as well as defence 
mechanisms used to manage these. The compensation defence mechanism appears to serve an 
adaptive function when used. There is no evidence of overcompensation which may pose risk 
for loss of insight into the negative aspects of the lived experiences and a consequent deterrence 
of agency. The compensation defence mechanism is adaptive when it buffers distress, however, 
overuse of this defence mechanism may be destructive for individuals, hindering progression 
from a state of distress to wellbeing.  
 
Furthermore, the use of an adaptive defence mechanism reveals that although primary infertil-
ity may induce distress due to many factors involved in the experience, it does not necessarily 
lead to pathological manifestations of behaviour and thought. That is, although infertility may 
undeniably occur as a stressful life event, the individual’s defence mechanism largely accounts 
for onset of pathological distress or not.  
There is evidence for rationalisation defence mechanism found in this study. The expressions 
that indicated this defence mechanism were observed as the explanations provided by the par-
ticipants appeared to alter the narrative in a different light and offering different explanations 
of the changes that occur in their experiential processes (Grohol, 2016).  
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The explanations were found to be mainly negative depictions of motherhood expressed with 
beliefs that its absence implies no possible burden associated with motherhood, such as the 
complexities of parenting and its associated tasks. Ntsoaki, for example stated that “maybe 
motherhood would have been terrible anyway, looking at the things my friends with children 
go through” in a rather unconscious effort to remedy distress related to difficulties with natural 
conception. It is notable here that although the participant is considering a continuation of 
treatment and efforts to conceive through ART, she dismisses the perception of maternity as 
an ideal achievement, identifiable in other parts of her narrative, and does so through express-
ing a negative side to what she holds ideal. 
The final defence mechanism identified in this study findings is sublimation. This is the most 
effective and healthy defence mechanism identified in psychoanalytic psychology and is de-
scribed as the channeling of unacceptable threatening impulses, thoughts and emotions into 
more acceptable ones (Grohol, 2016). The individual making use of the sublimation defence 
mechanism would typically refocus impulses they appraise as negative into something produc-
tive and positive, for example, the individual may actively channel the energy that would oth-
erwise make them anxious about a given situation into something that would minimise that 
anxiety such as focusing on the rewards of engaging in an otherwise unpleasant or underside 
process. The use of humour and preoccupation with fantasy, in an adaptive manner that is, are 
also signs of sublimation defence mechanism and ones that have been empirically found to be 
effective in reducing distress (Grohol, 2016).  
 
In this study, sublimation was indicated in almost similar aspects as those displayed in in-
stances of using a compensation defence mechanism. The participants’ inclination towards 
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self-enhancement, personal development and vocational advancements may also be attributa-
ble sublimation defence mechanism where the energy is refocussed from the anxiety-provoking 
process of seeking ART to achieve maternity and channelled towards oneself. Another indica-
tion of the use of sublimation defence mechanism was in the thematic representations of fantasy 
displayed in efforts to minimise infertility-specific distress, especially that which is mainly 
socio-contextually located as opposed to resulting from incompetent coping strategies deter-
mined by the individual’s intra-psychic dynamics.  
 
The expression of fantasy was identified in the participants’ desire for what they described as 
the ‘ideal world’ which accordingly would not induce infertility-specific distress as does their 
actual social context. This expression reveals the desire for an idealistic context in which the 
lived experiences of infertility may not necessarily be negatively constructed by the existing 
social context. Apart from yielding a mediative relationship between the social context and the 
lived experiences, this inclination towards fantasy appears validating and affirming of the 
women’s self-worth and consequently minimise distress.  
 
Furthermore, the expressions of fantasy in the form of an imagined ideal world expose that, in 
otherwise well-adjusted women, primary infertility does not necessarily hurt but that the social 
context does. This manner of coping may have been different for each participant but the sub-
limation defence mechanism expressions were only centred around similar contents of the fan-
tasies. Ontlametse and Lineo both indicated that the ideal world in both narratives served as an 
escapism function when socially based distress seemed unmanageable or inevitable.  
 
The typical social contexts in which the distress occurred were so meaningful that the women 
may not readily consider exiting or detaching from in order to remove its negative impact on 
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their experiences. These social contexts were, for example, the spouse’s family of origin or a 
religious community, both of which are imperative in informing personal identity and sustain-
ing fulfilment in both the individual’s relationship with themselves as well as with others.     
6.9. Defence mechanisms and treatment-seeking behaviour  
Defence mechanisms are complex functional aspects of the human psyche and although their 
primary role is to control neurotic manifestations, they may also inform worldviews and facil-
itate the construction of the core beliefs which may either be effective or self-defeating. It is 
also almost inevitable to speak of defence mechanisms and rule out personality functioning 
and attitude to some extent, both of which may have implications on treatment-seeking behav-
iour or adherence thereof. 
 
Defence mechanisms play an important role in the adaptability of personality and the core 
beliefs and world-views which in turn inform attitudes about the self, the world and others. 
This acknowledges that personality functioning and attitude towards psychological treatment 
and support interventions may have discouraged the participants’ agency at some point when 
they became aware of their experiences of childlessness as stressful.    
 
The manner in which defence mechanisms impacts treatment-seeking behaviour was also ex-
pressed in the participants’ narratives. For example, where there was evidence for an avoidance 
defence mechanism, the participant has expressed the need to stop seeking treatment if she 
does not become successful in the next IVF trial. She stated that “if I’m going to fail at some-
thing, for me it is better to stop trying at all than to try and fail”. She expressed this while also 
stating that she experiences distress imposed by her mother-in-law whom she experiences as 
persistent and forceful in her efforts to support the couple to become pregnant.  
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Although the participant was following up at the clinic for treatment and seeking other alter-
natives to biomedical interventions, she has expressed that she considers stopping treatment 
altogether in the future if she does not succeed to avoid the distress caused by the families and 
the pain of multiple pregnancy losses. The participant did not however indicate whether these 
decisions will necessarily be aligned with her needs for maternity or lack thereof. It was also 
noted by the researcher during the interview process that the participant expressed behaviours 
that suggested distress such as tearfulness and did not express a need for psychological support.  
 
There are various factors that affect treatment-seeking behaviours or compliance such as atti-
tude towards treatment or the level of insight that the individual may have into the psycholog-
ical distress suffered. It is therefore expected that although women with primary infertility may 
have insight into their infertility specific distress, factors such as defence mechanisms may 
hinder agency for voluntary holistic interventions and treatment even if this may be available 
for voluntary access.  
 
The avoidance defence mechanism is represented here as more likely to pose risk for poor 
agency and access to mental health and other supportive services when there is a need. The rest 
of the defence mechanisms represented in the study as commonly employed by women in cop-
ing with infertility-distress appeared to be effective and adaptive. It was not assessed in this 
study whether the adaptiveness of the defence mechanisms represented in the study is long 
term or short term.  
6.10. Religious orientation and spiritualism: fatalisms and criticism 
The relationship between the lived experiences of primary infertility and religious and spiritual 
orientation was found in this study. The narratives of the participants revealed two functions 
of religion or spirituality in the mediation of the lived experiences of infertility. Religion and 
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spirituality appeared to function as both destructively and constructively. Religion particularly 
encouraged negative appraisals of primary infertility through doctrine and dogmatism. It is also 
reasonable to state that religious orientations described by the study participants appeared to 
be aligned with patriarchy and pronatalism. The doctrines that emerge from these religious 
groups seem to compel women to idealise motherhood and thus dismiss any possibilities of 
achieving a fulfilling marriage or life without childrearing.  
 
Religious orientation, on the one hand, appeared to maintain and increase intensity around pri-
mary infertility in married women, whereas childlessness is encouraged in unmarried women 
of the same religious groups. The narratives of the participants indicated beliefs that religion 
inclines its members to passively invalidate childless couples within religious groups. The per-
ceived invalidation or negation of marriages that are devoid of children is reported as seemingly 
supportive gestures contaminated by enmeshment of boundaries and disregard of privacy. The 
participants who reportedly belonged to a religious group all identified with the same religion 
that is principally pronatalist. The idealisation of child-rearing is closely linked to beliefs 
around marriage and the idealised family structure. There is perceived stigmatisation of child-
less marriages that do not fulfil religious expectations, and this is experienced as subtle by the 
participants who disregard the social support gained within the religious groups as ingenuine 
and intrusive.  
 
One of the participants reported that “it is irritating and painful to be called out of a congre-
gation to be prayed for so she could fall pregnant as well as being asked about congratulated 
for being pregnant anytime her body goes through some changes” (Lineo). The participant 
reportedly experienced this as marginalising and a disregard of her privacy to manage fertility 
problems in her marriage. A further disturbance experienced within this particular context is 
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related to the underlying diagnosis of her primary infertility and constantly feeling reminded 
of the diagnosis that she reportedly may not otherwise disclose.  
 
It is understood that although there may be no deliberate efforts to nullify a marriage with 
primary female factor infertility. However, the doctrines that encourage child-rearing and en-
dorse a nuclear family structure comprised of biological children may create an environment 
that passively rejects or nullify individuals who do not meet the prescribed standards of a spe-
cific religious group. It is indicated in the narratives that the individual’s sense of belonging 
may be threatened or an exit from the religious community may be desired in an effort to cope 
with the perceived judgments. It is also evident that there may not be any personal conflict 
arising from their own religious orientation or spirituality but conflict with the religious insti-
tution may actually be a precipitant of the conflict that occurs if not psychological distress.  
 
On the other hand, religious orientation and spirituality, including African traditional religion 
may serve a constructive function albeit being ineffective most of the time. Participants re-
ported a longstanding history of treatment-seeking options and some of these included spiritual 
interventions that were either deliberately and actively sought by the couple or which may 
otherwise have been imposed by extended family members. The underlying factor here appears 
to be fatalism and its role in either encouraging or hindering agency.  
 
The current study, however, finds that fatalism in this case encouraged agency, it is not estab-
lished whether this was a mere act of relying on hope or strong beliefs that spiritual interven-
tions increase chances of fecundity or actually resolve primary infertility. Moreover, there was 
no obvious link between seeking biomedical treatment and fatalism. That is, spiritual interven-
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tion did not appear as an adjunct method of treatment and neither were there any clear expec-
tations from spiritual interventions besides expressing the belief that religious or traditional 
spiritual interventions may resolve infertility in a marriage. 
 
The narratives around primary infertility indicate an impact on psychological wellbeing. The 
findings of this study reveal a sense of guilt that women experience when internalising infer-
tility as a personal failure. The narratives revolve especially around failing as a wife and a 
failure to adhere to prescribed gender role expectations within their social contexts. This is in 
light of the indicated ideologies around womanhood and motherhood. Women originating from 
African ethnic groups particularly displayed an association between being a woman, a wife and 
a mother.  
The association of gender, parenthood and marital status seemed to be highly appraised as 
opposed to being a married woman without children. These expressed ideologies seemed to be 
predominant in informing a sense of guilt experienced by women with infertility, the result of 
which may incline women to view themselves in a negative light.  
 
The lived experiences of infertility evidently occur contextually, and various social contexts 
mediate these experiences. However, there are indications of experiences occurring within the 
individual and beyond their social environment. This was especially indicated in instances of 
distress and coping as well as in ways in which relationships with selves occurred. The evi-
dence shows positive ways of relating to the self and only a negative self-view when the par-
ticipants interact with their social contexts. This study does not propose that women with in-
fertility do not have intrinsic experiences of infertility-specific distress. However, it was found 
that despite the interpersonal dynamics of infertility experience such as the relationship with 
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oneself and the ability to employ effective coping strategies to facilitate emotional wellbeing, 
much of the distress is experienced as a result of lack of sensitivity within the social context.  
 
While other social contexts are neutral in mediating the lived experiences, other social factors 
induced negative experiences that characteristically nullified personal processes and under-
mined marriages devoid of children. These social contexts conversely inform interpretation 
and consequently alter the narrative. Religious orientation is typically the hallmark of human 
spirituality in traditional communities. This study finds that amongst other socio contexts, re-
ligion plays an important role in informing social and personal identity although this is not 
always constructive. There has been evidence from this study that a collective identity such as 
that informed by religious orientation can invalidate personal sense of meaning and marital 
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CHAPTER SEVEN 
SUMMARY, LIMITATIONS AND CONCLUSION 
7.1. SUMMARY 
7.1.1. Primary Infertility, Meaning and Existentialism 
The findings of this study and the literature reviewed by the researcher consistently show evi-
dence for the possibility of existential difficulty. The literature suggests that primary infertility 
may lead to an existential crisis and the diagnosis underlying infertility appears to precipitate 
negative existential experiences. An existential crisis as indicated elsewhere in this thesis may 
occur in response to major life events that introduce either permanent or temporary changes in 
a person’s life and may also exceed the individual’s resources for coping. 
 
In this study, however, the interest was not on establishing whether living with infertility nec-
essarily implied an existential crisis. It was noted that existential difficulties were reported in 
isolated events, especially when there arose a need for coping strategies in distress related to 
infertility. The parts of narratives that appear specifically linked to existentialism were spiritual 
and interpersonal aspects. Spiritual and religious identity can aid in coping with distress, espe-
cially when there are limited resources for the individual to cope with or when there is a sense 
of loss of control; this is indicated also as fatalism. However, the effects of fatalism coping 
strategy are likely to be short-term and unyielding in the long run. This can then lead to ques-
tioning of the deity and increased distress as coping fails and the individual confronts the dis-
tressing events independently of any beliefs about a higher power.  
 
Sindisiwe showed psychological manifestations in which coping with infertility-specific dis-
tress failed when she resorted to fatalism as opposed to taking the agency to seek mental health 
care services. Apart from the failures of fatalism, the participant reported a global difficulty in 
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relating to her deity as would be encouraged by her spiritual and religious orientation. The 
questioning of the deity was closely linked to excessive experiences of distress which extended 
beyond infertility into anger towards a higher power and conflict in spirituality.  
Contemporary literature in existentialism and infertility support the view that these experiences 
increase the likelihood of existential difficulties or a crisis. Existentialism points to challenges 
in personal meaning and identity that may go beyond distress in the quest for answers to diffi-
cult questions about the world and the self. And infertility, especially primary infertility, is 
found to trigger difficulties in personal meaning and identity derivation.  
 
Other notable thematic representations of existential difficulties precipitated by primary infer-
tility were expressed through self-interpretation in which the meaning of self seems to be par-
tially lost in the absence of maternity. This was of course aligned with ideologies around gender 
identity definitions and other cultural inclinations but was found to also arise from intrinsic 
inclinations to view the self in a certain light. The evidence for a sense of loss of meaning was 
indicated in narratives that conveyed a perceived poor sense of responsibility as a spouse and 
a woman within a social context structured around particular expectations of womanhood.  
These were reflected in narratives where participants also displayed the compensation defence 
mechanism employed to counteract the sense of ineffectiveness as a woman that arose from 
absent maternity. It appeared that the derivative for meaning was directed to other tasks and 
life projects in which the women feel capable and effective.  
 
Hermeneutic phenomenology affirms the possibility for existential difficulties in infertility 
through an emphasis on contextual interpretation and inevitable aloneness. It is reasonably 
conclusive that the inclination of Dasein to seek inferential meaning within its context displays 
the importance of social identity in meaning derivation. It is also acceptable that while meaning 
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may be sought in relation to the context, it is derived to fulfil personal needs for belonging, 
validation and affirmation. Heidegger further points out that in its effort for contextual and 
relation meaning derivation, Dasein exists in aloneness.  
 
For the woman with primary infertility, while there may be reliance on the social context to 
derive meaning about the self in relation to others, there may also arise conflict that prompts 
self-questioning and invalidation. At the crossroads of the self-concept and social identity there 
may then be an awakening to the self as different and the social context as establishing the 
rules of that differences; consequently misinforming self-interpretation in a negative light. This 
is to say, existential difficulties are likely to occur when the inferential source of meaning is 
itself flawed that it invalidates the lived experiences of phenomena and in a sense impair mean-
ing.  
 
The evidence leading to discourse on the meaning and existential conflict in this study is 
yielded through thematic representations of the relationship with the self. The narratives on the 
lived experiences of primary infertility within specific contexts reveal that women who may 
experience their social context as invalidating, tend to have negative relationships with them-
selves. The invalidating factors in these social contexts are such as beliefs and practice associ-
ated with maternity, marriage, and adulthood. The expressions of this relational discord with 
the self appeared to arise from failure to achieve a sense of meaning as a woman without chil-
dren and whose life is noncompliant with the expectations endorsed within their social con-
texts.  
 
A threatening risk for marital dysfunction and discord that arose in narratives further cemented 
the subtle existential conflict. This is represented in feelings of inadequacy in which a desire 
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to derive positive meaning from a seemingly hostile context appeared to facilitate the need for 
validation. The subtle potential for marital dysfunction is further aligned with the perceived 
hostility from the spouses regarding their personal needs for parenthood that are currently un-
bent in their marital unions. There were notable instances of self-blame linked to the question-
ing of the self and revealed feelings of incompleteness expected to be fulfilled in an ‘ideal 
world’ where primary infertility was accepted as a positive ‘difference’ instead.  
 
The findings show that primary infertility has the potential to pose risk for existential crisis as 
it is experienced as an adverse life event, especially after a clinical diagnosis of an underlying 
reproductive problem. The lived experiences of women with primary infertility not only shift 
with a diagnosis but consistently alters as the women enter different social contexts in which 
distinct aspects of experience occur depending on the demands that particular context claims 
on women. The existential problems do not, however, appear in this study to be embedded 
within social context although the factors precipitating them are socio-contextually specific 
such as spiritual and cultural ideologies, gender identity role definitions, and higher power 
manifestations.  
7.1.2. Infertility and the social context: implications on narrative  
It is established that the lived experiences of phenomena occur within a given context, while 
the narratives of those with first-hand experience of phenomena inform us of the nature of these 
experiences. In this study, the primary interest is established as uncovering those social con-
texts in which experience occurs and how context informs or alters that experience. The narra-
tives of the women with infertility reveal the experiential dynamics present in different social 
contexts, providing insight into the ways in which meaning is construed.  
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It was initially known that the social context does have a role it plays in the lived experiences 
of phenomena. However, it was unclear what type of social contexts facilitate experiential pro-
cesses for women with primary infertility and how the relationship between the social context 
and primary infertility informs self-interpretation. This study reveals that the relationship be-
tween the social context and primary infertility is a multifactorial one, making the lived expe-
riences of infertility complex. The intersectionality of these social contexts and the multidi-
mensionality of experience affirm this evident fluidity.  
Intersectionality appeared in this study between religion, socio-economic status, and cultural 
orientation. The study sample comprises of women who identified as Christian, middle class 
and were of diverse cultural and ethnic groups. The themes that emerged across these social 
contexts showed an overlap in participation, with similar experiential aspects of primary infer-
tility being reported from different socio-contextual frames of reference. The ideologies around 
marriage and gender identity roles were especially found to inform experience in the different 
social contexts that women participated in. 
 
It is notable that while one social context may not necessarily impose interpretive aspects that 
alter the narrative for women with primary infertility, another one may have an impact on the 
lived experiences of infertility. For example, African ethnic background was found in this study 
to not play a mediative role on the lived experiences of primary infertility while Christianity 
and cultural orientations yielded themes suggesting hostility towards childlessness in marriage. 
The latter social contexts were identified to yield themes indicating pronatalism and conse-
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The social context preserving religious practices and ideology such as the Church and other 
religious communities was revealed to impose invalidating feedback towards women with pri-
mary infertility. In some reported instances what appeared as an effort to show validation 
within the Church was perceived as disguised support and experienced as judgmental as well 
as nullifying childless marriages as ideal and desirable. Christianity is known and understood 
as pro-natalist and conversely provides ground for fatalism which women rely on to cope with 
infertility-specific distress.  
 
The paradoxical effects of religion as a context in which experience occurs were highlighted 
in narratives where some participants reported hostile experiences when engaging within reli-
gious communities. They expressed distress towards the known deity and while others reported 
that “only God knows”. There were other reports that religion is, however, not significant in 
experiential aspects of infertility and similar experiences were reported within different social 
contexts such as in other pro-natalist and conservative cultural contexts.  
 
The intersection between cultural orientations occurred mainly in cases where there is inter-
tribal marriages. The narratives of women with primary infertility appeared to become altered 
from positive to negative as women exited their families of origin to enter their spouses’ cul-
tural contexts. It is revealed in this study that the difference lies in cultural ideology around 
marriage and not necessarily around gender identity. Reports indicated a sense of being pres-
sured by women who reportedly experienced no pressure within their known social contexts 
but were imposed with the burden of procreation by their in-laws who are reportedly conserva-
tive.   
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This introduced clear alterations of narrative, social identity, and meaning. There were notable 
shifts from a sense of fulfilment that existed despite primary infertility to feelings of inade-
quacy and a sense of being invalidated and disrespected within the spouses’ immediate social 
contexts. 
 
Another important overlap in social contexts appeared between the socio-economic status and 
cultural orientation in which women blame geographic locations that suggested poor socio-
economic status as likely to maintain such negative feedback towards primary infertility. The 
evidence for changes in narrative appeared with self-reports of experiencing increased infertil-
ity-specific distress when visiting areas that are recognised as those with a low socio-economic 
status and are identified as primitive. The reports are such that women experience minimal 
distress around primary infertility when distanced from communities that stigmatise childless 
marriages such as the kinds mentioned here.  
 
This reveals the intersection between ideological differences preserved within tribes and cul-
tures and encountered as women exit one cultural background and enters another, typically 
through marital ties. This further affirms that one cultural system may undermine the validation 
of women with primary infertility in other social contexts, particularly when there is an inter-
section between modern and consecutive cultures.   
The findings of this study confirm that the lived experiences of infertility occur within different 
social contexts and the intersection between various contexts can occur simultaneously, chal-
lenging the personal narrative that informs existential meaning. There is minimal evidence in 
this study that the lived experiences of primary infertility occur mainly due to autonomous 
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interpretation of the self. It is however indicated that the various social contexts in which ex-
perience occurs inform the narrative that women derive through interaction within such con-
texts.  
The implications of the social contexts on the narratives of the women with primary infertility 
are shown in the manner in which interpretation of the self continues to evolve, especially 
negatively, as women interact on the crossroads between these social contexts, many of which 
are important for optimal social functioning.  
7.1.3. Infertility and the social context: conclusive reflections  
The findings of this study reveal the complexity of the lived experiences of primary infertility 
and affirm that the social context plays a major role in facilitating different dynamics of expe-
rience. The lived experiences of primary infertility are revealed in this study as occurring within 
context, something that is affirmed in Hermeneutic phenomenology. The lived experiences of 
primary infertility that are indicated in this study as mediated by the social context are presented 
as negative. The parts of narratives that indicated positive representations of the relationship 
between experience and the social context appeared superficial, such as coping strategies that 
are only effective for a short term, particularly fatalism.  
 
Although the social context appears in this study as mediating the lived experiences of infer-
tility, certain social contextual factors proved to be neutral and had no impact on the experi-
ences. There was also evidence that while one socio-contextual factor would facilitate inter-
pretation of a narrative in experiencing primary infertility for a certain group of women, the 
same socio-contextual factor may not necessarily have any mediative effect on another group 
of women. The intersectionality between the social context becomes evident here and proves 
that participating in community and its different socio-contextual division brings forth an ex-
periential process that becomes dynamic and complex for women.   
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The reflections that derive from the interpretation of the narratives yielded in the findings of 
this study introduce discourse on what the consequent effects of the social context must be, 
especially because there is little evidence for autonomous and intra-personally based experien-
tial interpretations. It appeared in this regard that the social context yields major aspects to 
interpretation and therefore, regulates the lived experiences of primary infertility. The self-
reports provided in this study reveal that women with primary infertility may not necessarily 
relate to their selves in a negative and self-judgemental manner, held here to be negative sanc-
tions of primary infertility in their social contexts.  
 
Where there is an indication for a negative relationship with oneself displayed by women with 
primary infertility, there is evidence for unfulfilled needs for social identity and validation that 
is commonly sought through a desire to follow convention and sequential developmental 
phases. This was indicated especially in thematic expressions of a desire for an ‘ideal world’ 
where social judgement would be absent. Another indication that the social context may inter-
fere with self-interpretation and similarly alter the narrative in the lived of experiences of phe-
nomena is revealed through a display of poor sense of self which results from a perceived 
failure to meet social standards of adulthood, marriage and womanhood.  
 
The conclusive reflections on interpretation and narrative uncovered in this study lead to a 
reasonable acceptance of the social context as a major contributor to experience, although it 
requires examination and censorship. It is clear from the findings of this study and contempo-
rary literature, including hermeneutics, that there is almost no personal experience of phenom-
ena or a sense of identity without social participation and identity. However, it is also compel-
ling to conclude, in the absence of reasonably opposing evidence sought through enquiry in 
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this study, that where there are psychologically harmful experiences of primary infertility, in-
fertility does not hurt, the social context does not.  
 
The researcher reaches these conclusive premises through studying, examining, and interpret-
ing the socio-contextual aspects involved in the lived experiences of infertility and revealing 
findings that show minimal independence in the experience of phenomena by the concerned 
subjects. Instead, it is evident that there are set ideologies and conventions that determine re-
action towards phenomena and in consequence facilitate experience which is likely biased and 
potentially negative.  
 
The social context may be emotionally containing and effective in mediating the lived experi-
ences of phenomena. It may thus assist with socially established ways of coping and beliefs 
that may counteract those that are possibly self-defeating. Folklore and religious beliefs and 
orientation may be the most effective socio-contextual factors that yield positive experiential 
aspects of phenomena. It is, however, known that these positive effects are merely partial in 
sustaining adaptive experiences of phenomena, including primary infertility.    
7.1.4. Conceptualisation of primary infertility as a difference: from disease to state of 
being   
To date, the conception of infertility has been controversial with arguments presented in liter-
ature seeking to distinguish between infertility as a ‘difference’ or a disease. In this study, 
infertility is indicated as a diagnosable disease and this is in accordance with the description 
by the WHO (2018). The researcher appreciates that the concept of disease may gain different 
meaning when viewed with both the biomedical and social sciences lenses as well as when 
examined contextually, as opposed to purely being medicalised.  
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This type of approach introduces a different understanding of infertility and yields enquiry into 
whether conceptualisations of infertility ought to be re-introduced or enhanced, bearing in mind 
the difficulties that would arise in challenging traditional understanding and management of 
primary infertility. This study, however, does not seek to introduce new explanatory models of 
primary infertility but seeks to bring forth the importance of a bio-psycho-social approach to 
infertility.  
 
The consideration of being in this study will almost be incautious without reference to some 
core principles of hermeneutic phenomenology. Being in hermeneutics is a process of con-
sciousness as opposed to an entity, the process referred to herein, therefore, indicates continu-
ation of being as it exists in time. The concept of time in this regard is also not in a sense of its 
perceived progression but as in a sense of the ‘there-ness’ of being, which may be loosely 
thought of as space that being occupies and not in a metaphysical sense but in the consciousness 
of its context. This consciousness of context brings being to the awareness of other beings alike 
and also to the exclusivity of its own uniqueness, even in its quest for meaningfulness. 
 
Hermeneutic phenomenology affirms that the lived experiences of phenomena occur within 
the social context in which one would draw reference to gain existential meaning. What is 
revealed here is the intersection of personhood and community, where the meaning about each 
one is obtained through a reciprocal interaction between both these factors. A sense of person-
hood is solidified not only by intrinsic traits that set an individual aside from other individuals 
but also through interacting and identifying with members of their communities. For 
Heidegger, ‘being’ is informed of its meaning through the consciousness of both its personhood 
and community; an integration that affirms existential meaning.  
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In this study it is evident that there is conflict in integrating meaning acquired at communal 
level and through contextual participation and meaning deriving from intrinsic psychological 
aspects such as self-concept and self-interpretation. The idea of oneself as a person comes into 
conflict with socio-contextual ideals associated with definitions of personhood. The factors 
contributing to the seemingly hostile misinterpretation of the self include socially constructed 
ideologies on meaning and womanhood, many of which idealise maternity as affirming wom-
anhood. 
 
It is important to note as well that only specific social contexts-imposed  ideologies that in-
validate women through gender, cultural and religiously biased beliefs. The lived experiences 
of primary infertility of women in various social contexts were, therefore, represented as al-
tered through contextual interaction and where there is such a shift in narrative, there typically 
is distress specific to infertility. Drawing from this it is clearly indicated that the distress asso-
ciated with infertility is not only due to failure to employ adaptive mechanisms and strategies 
such as avoidance, denial, or fatalism. A disturbance in self-concept indicated in the given 
narrative appeared to potentially precipitate psychological distress related to the unattained 
fecundity.  
 
On the one hand, the psychological distress revealed in the reported lived experiences of pri-
mary infertility is also attributable to convention and ideologies that invalidate certain groups 
of people in communities. The same is observable in cases where people may be passively 
isolated from communities due to illness or sexuality. On the other hand, there is also evidence 
for the facilitation of distress by the socio-contextual factors which is independent of the psy-
chological aspects of functioning that are responsible for coping or interaction, with others or 
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the environment. Therefore, the social context appeared to contribute to experiences of infer-
tility-specific distress regardless of the person’s capacity for employing adaptive coping strat-
egies or regulating personal engagement with others within the social environment.  
 
This study did not focus on establishing whether the distress identified as infertility specific in 
the sample was a consequence of poor psychological functioning prior to diagnosis, an impact 
of the social context or a co-occurrence of both. What is known heron is that both psychological 
aspects and negative social feedback are indicated in the narratives on the lived experiences of 
primary infertility and this indication mainly accounts for the negative experiential processes 
of primary infertility.  
 
It is due to this evidence that it is almost compelling to state that infertility is not merely a 
medical condition but it is a multifactorial concept, qualifiable medically as a disease, socially 
as it would be constructed depending on a specific context, and psychologically as a stressor. 
This relationship between the biological, social and psychological aspects of infertility affirms 
that a befitting model for further conceptualisation of infertility is the biopsychosocial model 
that encompasses all three factors. 
7.1.5. The biopsychosocial model 
The biopsychosocial model recognises the relationship between the biological, psychological 
and social aspects involved in the lived experiences of phenomena, particularly illness. In this 
study, it is considered useful in reframing infertility to a broader perspective that is not only 
medicalised. This conceptualisation of primary infertility yields a holistic approach to per-
ceived and understanding primary infertility. On treatment-seeking women, treatment may, 
therefore, encompass both psychosocial support in addition to biomedical treatment regimens.  
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This study also reveals limited access to psychological intervention in-spite it of being indi-
cated and despite the women recognising the infertility-specific distress. It is important to state 
here that psychological intervention is not in this case warranted because there is a diagnosable 
mental illness or failure for distress tolerance. A holistic approach to treatment in which psy-
chosocial interventions are readily accessed may assist with modifying the distress presented 
within treatment facilities. The failure to access psychological services further threatens agency 
although conflict around the desired maternity and treatment may not be resolved, this may 
also increase the level of distress already present and present major psychological distress such 
as diagnosed anxiety and depressive disorders.  
 
The experiential process of any phenomena encompasses psychological processes that can ei-
ther maintain or decrease mental wellness. Access to psychological services may assist with 
reframing the negative aspects of infertility as described and perceived within different social 
contexts. The conclusive claim emphasised in this study that the social contexts hurt when the 
infertility does not, necessitate the interventions that only focus on providing ART services but 
also those that modify psychological functioning when a disturbance in interpretation occurs 
as women interact within their social contexts. This paradigm shifts from medicalising infer-
tility and stigmatising it as a negative difference may further assist in strengthening psychoso-
cial support services that may be available within communities and health care facilities as 
there would be minimal or no shame in seeking the due support.   
7.2. LIMITATIONS OF THE STUDY 
The sample of this study included women of African and caucasian ethnic backgrounds only. 
The participants also identified as Christian and were between the ages of thirty to forty-five. 
These aspects were identified by the researcher as having possible influences on the findings 
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of this study, their generalisability and interpretation. It is notable that caution must be exer-
cised in generalising and interpreting some of the findings of this study.  
 
This study aims to reflect on the impact of the socio-contextual factors on the lived experiences 
of primary female factors in the South African context, taking into consideration diversity and 
personhood as they are experienced beyond the social context. The researcher accessed diver-
sity in terms of cultural orientations, socio-economic statuses and religious practice. Ethnicity 
in this study was limited to African and caucasian backgrounds as no members of others ethnic 
groups consented for participation in the study. It is important to interpret the findings of this 
study with caution as this factor limits the findings to women of only African and caucasian 
ethnic background.  
 
The religious background reported by the participants was only Christianity, which was re-
vealed as both neutral and actively mediating experience. The findings that appeared in relation 
to religion are only limited to Christianity, although the doctrines and religious practices were 
not necessarily the most impactful factors. The aspects that were found to influence the expe-
rience in this regard were mainly characteristic of community dynamics as opposed to doctrine 
observations and practice. The generalisation of the findings of this study that are based on 
religion may be made with caution,  as well as when considering religion only as a factor fos-
tering cohesion and a sense of community and belonging. The traditional systematic structures 
of religion such as pronatalism and patriarchy that are shared in different contexts in main-
stream religion were identified as notable mediating aspects found in Christianity in this study.  
 
Furthermore, this study represents mostly the lived experiences of primary infertility in married 
women. The sample consisted of more women who were married than single women or those 
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in long-term relationships. This is a limitation as at this stage it is unknown whether marriage 
is itself a mediating factor or whether the ideologies around marriage and idealisations of cer-
tain family structures are specific to the experience. Since it is beyond this study’s focus to 
establish the role of marriage as a mediating factor in the lived experiences of primary infertil-
ity, it is notable that this needs to be considered for further exploration. 
 
The participants were also women of child-rearing age and those who were beyond medically 
recommended child-rearing age were identified as having recently entered marriage and may 
have sought intervention to bear children for the sake of the marriages. This was also not the 
focus of this study and was thus not explored further. However, the important factor about the 
age in this study is that women who were younger than the average age observed in this study 
sample are not represented by the findings of this study. Therefore the findings of this study 
cannot be generalised to a wider population without sensitivity to age. It is also questionable 
whether age plays a role in facilitating treatment-seeking behaviours or if it perpetuates nega-
tive experiential aspects of primary female factor infertility.  
 
7.3. RECOMMENDATIONS  
The recommendations in this study are made in response to the limitations, the gaps identified 
in the literature that could not be filled within the scope of this study and the conclusions de-
rived from the findings of this study about the lived experiences of primary female factor in-
fertility within diverse social contexts.  
 
• The first recommendation is in light of the limitations of this study. It is recommended that 
further research studies be conducted to respond to the gaps in experiential aspects of primary 
infertility in the social contexts that were not evident in this study. The themes that emerged 
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in relation to socio-contextual factors such as marriage and religion appear significant in the 
in-depth understanding of the lived experiences of primary infertility.  The infertility-specific 
distress evident in this study appeared related to the age and developmental stages of women 
presenting for treatment. This study was not aimed at identifying the socio-contextual factors 
that possibly precipitate distress in that regard, it is, therefore, proposed that research be con-
ducted further on this subject to determine factors that yield negative lived experiences of 
primary infertility. This knowledge can assist in developing and enhancing holistic treatment 
approaches as well as introducing possible prophylactic aspects of intervention.  
 
•  Therapeutic approaches in psychology practice may be limited to symptomatic presentations 
that women with primary infertility may present with. That is, interventions may be narrowed 
towards the infertility specific distress without being attentive to the underlying factors that 
may predispose women to such distress and further maintain it, making interventions un-
yielding and ineffective. This further allows for cultural sensitivity when intervening with 
women from diverse backgrounds who may present to mental health care services with com-
plaints centred on primary infertility. It is, therefore, recommended that practitioners in the 
mental health care services consider the role the social context play in predisposing individ-
uals to illness and how this may further maintain it and also affect treatment approaches.  
 
• Primary infertility is widely understood from a bio-medical viewpoint despite evidence that 
it is not merely a symptom of underlying reproductive abnormalities. Various studies affirm 
that infertility ought to be understood from different dimensions as its essence is shaped 
through different social contexts. The inevitable influence of the social contexts on the con-
ceptualisation of primary infertility yields possibilities of major changes of narrative in treat-
ment-seeking women. It is recommended that interventions aimed at managing infertility 
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consider delivering holistic management inclusive of psycho-social interventions. The pro-
cess of undergoing treatment to assist with conception has proven to be stressful in itself, 
therefore availing multi-disciplinary approaches to treatment will benefit individuals who 
present with the lived experiences of infertility that are mediated by distress inoculating so-
cio-contexts.  
7.4. CONCLUSION  
This study was conducted with the aim to explore, through interpretation, the ways in which 
the lived experiences of infertility occur within different social contexts. The researcher’s in-
terest was especially in understanding the narrative and self-interpretation of women with pri-
mary infertility. It was of primal importance to also establish whether the given narratives that 
convey the meaning of the lived experiences of primary infertility were purely autonomous 
and exclusive to selves or whether they varied according to socio-contextual influence. The 
literature reviewed by the researcher suggested a relationship between the social context and 
the lived experiences of primary infertility.  
 
The contemporary literature further reveals that although there may be social contexts that do 
not necessarily mediate the lived experiences of infertility, there are others that consistently 
yield negative existential meaning for individuals who participate in them. There is evidence 
that the same social contexts may impact experience differently for different women and that 
while others remain neutral, this does not necessarily spare women the negative effects of the 
other social contexts, as women with primary infertility continuously engage between intersec-
tions of social contexts.  
 
The findings from the reviewed literature are consistent with the results of this study. The study 
found indications of psychological distress that appeared to be linked to the social contexts and 
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were also intrinsic to persons as mentioned in the available literature. The strategies of coping 
with the infertility-specific distress were revealed consistently to contemporary literature with 
the fatalism coping strategy and both adaptive and maladaptive defence mechanisms being 
evident.  
 
The hermeneutic phenomenology method was employed in adjunct to qualitative techniques 
to guide interpretation by the researcher and to further guide the researcher’s engagement with 
the data as yielded by the participants who have first-hand experience of primary infertility. 
The researcher further acknowledges that the consciousness and interpretation of self in expe-
riential processes of phenomena cannot be done by another for the other, hence an appreciation 
of meaning yielded through the narratives of the participants.  
The qualitative methodology techniques employed for this study included semi-structured phe-
nomenological interviews, behavioural observations of participants during the interview pro-
cess as well as journaling any additional data revealed at the time of interviews and accepted 
as important for analysis of data at a later stage. 
  
The phenomenological data analysis approach was used in this study and has aligned with the 
analysis stages described by Giorgi (2009). The trustworthiness and credibility of the findings 
was ensured through following a sequence of qualities endorsed in phenomenological research. 
The researcher recruited the sample of this study from a specialised endocrine and reproductive 
unit in a tertiary hospital and was guided by the strategies identified within the purposive sam-
pling technique and it also used specific inclusion criteria in the selection of the sample from 
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CHAPTER EIGHT 
REFLECTIONS ON THE RESEARCH PROCESS 
The reflections on the research process covered in this section highlight the experiences of the 
researcher from the beginning to completion of this study. These experiences are introduced 
with highlights on personal inspirations for the selected study title and focus as well as the 
lived experiences of the researcher during the research process. The section on the research 
process will further highlight the stages of research from data collection to the write-up stage 
of this study and finally, the lessons, insights and challenges experienced during the Ph.D. 
journey will be discussed as well as providing feedback for upcoming and novel doctoral re-
searchers.  
8.1. The researcher’s experience  
8.1.1. Personal inspirations: My life story  
I present here a brief account of who I am as the researcher and author of this thesis, as part of 
my inspiration derives from my personal experiences. My own existential enquiry about iden-
tity and the socio-contextually relative interpretation has partly contributed to my interest in 
this study. I have drawn inspiration from my own life story which has prompted an awareness 
and acceptance of the ethnic dilemma which can, as I experienced it, either disturb or strengthen 
my sense of self. I have experienced an existential dissatisfaction that comes with a yearning 
for some sort of ontological safeness that may potentially be lost within the broader social 
context. I elaborate further on this in the passage below.  
 
I am a black African female, born and raised in a village in the Limpopo province, South Af-
rica. As a child, I must have taken it for granted that social identity does not necessarily vali-
date a person’s command of their own being.  The shared socio-contextual aspects such as 
language, religion and ideology contribute to my ideas of self but do not necessarily validate 
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this. I cannot recall the time I first asked the ‘big question’ about my own being, apart from 
the fact that it must have been during a transition into adolescence when I became aware of 
the collective splitting of identity, that I first noticed in the micro-context which is my family.  
 
I refer to the term splitting in its generic sense in this context, as opposed to the splitting de-
fence mechanism notable in psychoanalytic theory. It is understood that splitting in itself is 
capable of causing disharmony and conflict and I have become aware of this through ways 
that challenged my identity. It is as if there was a naivety within my social context about this 
splitting and the process in which it unfolded, as it was imposed on me.  
 
My parents originate from different historical backgrounds, they are both of the South Afri-
can Pedi people but through my paternal lineage, I am also Lemba. The Lemba people are 
historically identified as foreigners in most African homelands and have a history dating 
back to BCE. There is some sort of certitude that I gain from lessons on folklore, ceremonial 
observations and some of our peculiar physical features which strengthens my identity as one 
of the Lemba people. However, Lemba people make up the minority of the population in al-
most every one of their homelands and this possibly strengthens the need to preserve their 
own ancestry in various ways. Yet in an evolving society, preservation of pedigree is almost 
impossible without social intersections.  
 
And by virtue of being classified as an ethnic minority, being Lemba can be a burden and be-
coming conscious of this has awakened me to the questions on identity and being. In my early 
academic years, I stumbled on philosophical literature on being, personhood and identity 
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and this has since prompted an endeavour to examine identity and being as they are experi-
enced within the social context. I am also cognizant that the social context can dully 
strengthen and threaten an individual sense of meaning and identity.  
 
This identified ethnic dilemma has partly inspired my quest into human nature, particularly the 
nature of being, identity and meaning. To me, it appeared as if a sense of self is threatened 
when disconnected from a sense of community, prompting psychological aspirations towards 
healing. This healing was one which in my lived experience of being a different outsider, would 
occur through deliberation, introspection and awareness. And expanding the enquiry on being 
and identity from being a black, Pedi female of mixed heritage continues to inspire my curiosity 
about the role that the social context plays in the definition, interpretation and experience of 
phenomena.    
8.1.2. Inspiration later on: being a psychotherapist 
In this section I elaborate on how being a therapist has inspired this study, particularly a topic 
on infertility and how the lived experiences of infertility may be altered both negatively and 
positively within the social context. Working as a trainee clinical psychologist has greatly in-
spired my interest in the subject of infertility and the distress associated with it. In instances 
where one does not resist their unfounded preconceptions of phenomena, there is often igno-
rance that can progress to professional incompetence. Therefore, being a black therapist and 
working with a predominantly black population, the exposure I have gained towards infertility 
through my work has affirmed what I have already known from the socio-contextual back-
ground I shared with the clinical population at the time.  
 
However, it was compelling to note the social constructions of the lived experiences of infer-
tility that women presented within the therapy room. There was a striking absence of the self 
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in what appeared to precipitate the distress that prompted agency for mental health care or 
warranted referrals from other clinical units, mainly the obstetrics and gynaecology unit. The 
referrals interestingly signalled poor treatment adherence and mood dysregulations. The 
themes identified in my treatment formulations of these different cases indicated distress which 
ranged from tendencies to deny emotive aspects of infertility experience, nullify one’s auton-
omy and experiencing feelings of inadequacy triggered by social isolation and invalidation. 
Therefore, it was these therapeutic encounters that inspired my initiative to commence this 
study, especially because local literature on the psychological consequences of infertility 
within the social context has proven to be limited.  
However, during the actual process of completing this study, there were several opportunities 
for me to alternate between roles, one as researcher and another as a psychotherapist. The ques-
tions outlined in the interview guide were promptly used, however, the participants’ responses 
occasionally required probing by the researcher. The use of probing proved useful as it deep-
ened the researcher’s understanding of the lived experiences of primary infertility. Although 
this was beneficial for the researcher in that context, it also revealed expressions of narrative 
which could have prompted me to step into the role of a psychotherapist and clinician.  
Engaging with the research participants on coping strategies and probing into their relation-
ships with themselves and their bodies, for example, made claims on me that would similarly 
be made in a psychotherapeutic context such as use of supportive psychotherapeutic tech-
niques, facilitating insight into maladaptive coping strategies and developing adaptive coping 
strategies.  
Moreover, interpreting the data and identifying self-defeating beliefs challenged me to manage 
the data without needing to correct potential distractions that could arise from such blind spots. 
The core challenge here was to sit with data that would richly inform a therapeutic healing 
process in a psychotherapy context, while conducting research. I insisted on self awareness and 
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continued to guard against initiating a psychotherapeutic process which would have prema-
turely terminated without any psychotherapeutic containment of the intensity that would have 
likely occurred. Self-awareness was very critical for me in this context as much as it applies in 
the context of psychotherapy, the initiation of which would be a joined effort between myself 
and a client.  
 
 
8.2. My lived experiences of the Ph.D. journey  
Being a Ph.D. researcher was a major transition from not merely being a graduate student to 
being an independent researcher. As expected, the transition process occurred mostly on a 
spectrum of experiential lows and highs, which were a result of many factors. This research 
process has also introduced different milestones that made different claims on my time, re-
sources and emotional wellbeing. During this time of my life I also suffered significant per-
sonal losses, some of those were through the death of close family members. Loss and grief 
are emotionally consuming and I did not experience them any differently. I explain in short 
how that loss and grief complicated my experience of the Ph.D. journey through ambivalence 
and threatening the motivation for timely completion of this study.  
8.2.1. Ambivalence  
There is a love-hate relationship towards an object or situation when there is ambivalence. At 
the time of experiencing and resolving grief, I have had episodes of ambivalence towards the 
Ph.D process. The mixed feelings that I experienced propelled me towards employing different 
coping strategies to make even the smallest progress during a period I experienced as suffering 
and considered a rite of passage. There were times when the Ph.D. process was a protective 
factor and times when it was a source of distress. The events that were beyond my control such 
as bureaucratic systems involved in the completion of this thesis equally contributed to that 
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distress. This is also a time when I began to understand the unsteady process of academic writ-
ing for a novel researcher at this level of academic study. I experienced writer’s blocks and 
fluctuating episodes of creativity and satisfaction. 
 
I further developed this ambivalence towards my new identity as a Ph.D. candidate, an identity 
that challenged me to value the growth and maturity that comes with the academic responsibil-
ities at this stage; hence the regard of my Ph.D. journey as a rite of passage. However, as  I 
resolved this, I began to embrace everything there is to value about this journey and consciously 
sense myself mature into a confident scholar, with an enhanced motivation to continue to ask 
difficult questions on personhood, meaning and identity in the context of gender and diversity, 
amongst others. The periods of resolving this ambivalence yielded the intrinsic rewards of be-
ing able to write authentically, embracing my own voice in the writing process as well as hon-
ouring my role as a conveyor of the participants’ realities. 
8.3. The research process: the various stages of completion  
In the entire research process of completing this study, the data collection process was partic-
ularly complex and did not occur in a linear sequence. The first difficulty at that stage was with 
the recruitment of the potential participants in a clinic where patients present for lengthy treat-
ment procedures. Apart from the overt interference with the routine when approaching patients 
for research participation, there was a secrecy around presenting to a clinic of this kind and a 
reluctance to disclose information to anyone who is not part of the clinical team. The consul-
tations in this unit are often longer than the average doctor’s visit and this affected the recruit-
ment process by particularly leading to dropouts of participants who consented to the partici-
pation of the study prior to the consultations with the clinical team. The data collection process 
was consequently longer than expected due to the dropouts that occurred just after doctor’s 
meetings and the logistics expressed at the time.  
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The second factor that appeared to contribute to the challenges with data collection was the 
reluctance that was observable during the encounters with the potential participants. In May 
2019 as I engaged with the potential participants in the waiting area, it was particularly evident 
that the reluctance to participate in the study is likely related to the study topic and information 
sheets provided. This is a clinic where patients present for medical complaints that are not often 
disclosed unless it is for the purpose of treatment. 
 At the time I particularly experienced this encounter as challenging, especially after I introduce 
myself as a researcher and announce the nature and topic of the study; expressing that I am “a 
researcher, conducting a study on the lived experiences of infertility”. It was as if infertility is 
an unspoken word that cannot be disclosed in a crowded waiting area even if everyone was 
there for the same reasons. It appeared at the time as if consenting to participate in the study 
represents admitting to infertility, perhaps as a label or an unwanted conviction.  
 
There was also an aura of shame in the waiting area and I felt helpless to facilitate this as I 
could not wear a psychotherapist hat, particularly not in a waiting area where psychological 
interventions may not traditionally occur, unless under extreme circumstances. After I intro-
duced myself, there was suddenly no eye contact even from those who appeared interested in 
knowing about my visit to the clinic before I elaborated on the research study. Those who were 
interested also engaged minimally in the open waiting area, affirming that the subject I was 
interested in studying is not one that is spoken of outside of a safe consultation room. And this 
was almost already affirming the socio-contextual dismissal of infertility. However, I mini-
mised the intensity that was now aroused by the mentioning of infertility and allowed the pa-
tients time to read through the information sheets in their own time and contact me or the clinic 
after their consultations or even a few days later.  
 
 154  
There are several strategies that followed after I noticed that my presentation in the waiting 
room may impact on the patients’ interest in participating in the study. These strategies in-
cluded a consultation with the stuff in the clinic on the work of previous researchers and how 
they managed the recruitment process, to gain insight into what works and what does not. And 
while there were measures that I tried and tested to speed up the data collection process, I 
considered a paradigm shift and reviewed more literature to make decisions about the cut-off 
sample. It appeared at that stage that I would not even have a minimum of twenty participants 
if I had preferred to, unless I took years to collect data, which I could not afford with the time-
line I have for full-time study. An in-depth analysis of the literature I have reviewed over time 
yielded satisfactory evidence for the cut-off points that are acceptable in academic research.  
8.4. Reflections on the write-up process.  
The data collection stage and its associated processes now threatened to delay the overall pro-
cess and affect a timely completion of the degree. At this stage, I shifted from the need to 
follow a predictable sequence of research completion, or perhaps I finally became aware that 
completing a Ph.D. study is not a process that occurs in a clear sequence. It is not a comfortable 
transition to accept that this is not a linear process. I experienced anxiety and moments of 
despair and then the work that I needed to do was on me; to work on myself as opposed to 
working on the research per sé. It is now true that the loneliness of completing a Ph.D. is not 
entirely about the absence of strong social ties or engagements.  
 
The lesson here is that initiating a research study and executing ideas into a contribution to a 
body of knowledge is a one-man journey and accessing support is a way of caring for oneself 
in the process. I cannot overlook valuable networks that I established with fellow Ph.D. schol-
ars and I made use of all the support offered by the university post-grad school, my Ph.D. 
promoter and funders, the NIHSS/SAHUDA. This was a point of further introspection and 
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accepting that a Ph.D. study can trigger mental health problems. I am now challenged at this 
point to search beyond traditional measures of conducting research, especially regarding sam-
pling and finding evidence to validate my decisions. Being unconventional in this regard is 
anxiety-provoking and the validity of my study was now concerning, as I proceeded with data 
analysis. This was towards the end of my third year as a Ph.D. researcher and I began to wonder 
if I had achieved enough for the period I already spent on this project.  
8.4.1. Mental health during Ph.D. studies  
As I near the end and complete the thesis manuscript, I experience different emotions for dif-
ferent reasons. Prior to completing the manuscript, as I search for reasons to validate myself 
and the choices I made at different stages of the research, I experienced bouts of anxiety. The 
overall process was mainly characterised by worry, self-doubt and battling the illusion of per-
fectionism. For me, the infamous loneliness of completing a Ph.D. study was the loneliness of 
being in a space that is both compromising and rewarding; the paradox of this experience re-
quired healing and coping. And at that stage I was already comfortable with a wide range of 
emotions and I experience no shame in searching for ways to heal and complete what I have 
started.  
 
I became frustrated as I was completing the manuscript, mainly because I doubted that I had 
done enough, or written enough. There was a need for a sense of relief because I had finally 
completed the last chapter of the thesis, but I gained no such feeling, except for indifference 
and a loss of interest. I am frustrated at the thought of having done a lot but feeling like I am 
yet to do more, somehow searching for more meaning and asking the question “what now?”. 
There is yet another experience of an existential dissatisfaction that accompanies the thought 
of having achieved such a landmark milestone which now appears to be less of an end, but 
instead, feels more like the beginning of something new. This is the time when I ask myself 
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how I am now going to make my degree useful and not experience what I imagine would be a 
sense of redundancy. It is as if completing this study had become more meaningful than most 
aspects of my life.  
 
I now experience a sense of loss and separation as I feel disconnected from being a Ph.D. 
candidate and anticipate the responsibilities that come with an expected mastery of a particular 
subject. I know right now that I did not produce a “magnum opus, I wrote for a doctorate” 
however, I have a need to master what I spent three and a half years of my youth dedicating 
my time to. It is metaphorically similar to exiting a masochistic relationship where all the emo-
tional discomfort I experienced was self-imposed, in this case by enrolling for a Ph.D., yet this 
exit is not a relief. Instead, this phase of the termination of writing comes with some anticipa-
tory grief, as if I anticipate grieving a loss of purpose and identity. 
 
It is now the year 2020 as I complete my Ph.D. studies with the inevitable uncertainty aroused 
by living in the time of a pandemic, the COVID-19 and there is now uncertainty about the 
macro systems which can have a dire impact on the completion of my studies. Apart from the 
efforts to survive this era, socialisation and learning have also become many things, including 
digital. I engage in digital platforms with other Ph.D. scholars and novel researchers across the 
globe and I now feel validated, knowing that I am not alone in this loneliness and the distress 
that has come to be known casually as ‘Ph.D. induced depression’. 
8.4.2. Necessitating coping during Ph.D. studies  
I am already a therapist as I commence my Ph.D. studies, so mental health is already normal-
ised to me. I have no shame in experiencing moments of despair and doubt. I am now aware of 
the emotional pain that comes with the occasional lack of security in what one does, and I am 
certain that I deserve healing, and I prioritise this. It is common for people to verbalise that 
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they are exhausted or burnt-out but not so common to admit to our vulnerability such as feelings 
of inadequacy, doubt or despair. Therefore, my access to social support was limited to the 
knowledge I have about the capacity of my support structure to provide any kind of support. I 
also employed my known coping strategies and have benefitted from these. At this time, I also 
introduced myself to meditation and mindfulness. I practice self-compassion and my wise mind 
counteracts the negative thoughts that trigger distress related or unrelated to reading for my 
Ph.D.  
8.5. Reflection on the lessons and the challenges of completing my Ph.D. 
This final section outlines a summary of the lessons and challenges that I encountered during 
the completion of this study. These lessons and challenges are also workable feedback I wish 
to provide for the upcoming and novice researchers, to normalise the process as well as shed 
light on what I have come to understand as the norm on a journey such as this.  
• Time management  
This is a challenge that I anticipated as I commenced this study. I have gained insight into my 
vulnerability with time management during my earlier years of study and academic research. 
This is mainly due to an over-investment of effort and time into preparing for important tasks. 
The completion of this study challenged me to develop even more effective time management 
skills and to be able to make viable decisions without an abundance of information. As this 
process intensified, I was challenged to notice that some of my formerly developed time man-
agement skills may not be yielding in the long run.  
• Procrastination  
As I proceeded with the process of completing this thesis, I became aware of procrastination 
more than I did before I began on this journey. Overcoming procrastination was a turning point 
for me and I have come to a realisation that procrastination is a form of self-sabotage. The 
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lessons I gained in this regard revealed a link between self-sabotage, anxiety and procrastina-
tion. The more I indulged in worry and self-doubt, was the more I avoided the task at hand, not 
necessarily abandoning it, but suspending it until an unknown time in the future, consequently 
delaying my own progress. And while procrastination was validated by the relief it yielded, I 
have always known that it can also precipitate and perpetuate anxiety.  
• Mastery and consistency   
One of the lesson I gained about mastery during my Ph.D. process is that consistency and 
practice yield competence. This was particularly about writing and presenting ideas that I in-
tended to convey. I became aware that academic writing is a skill that one masters over time. I 
appreciated smaller milestones and valued consistency in practice which involved writing and 
re-writing as well as interacting with the literature that may eventually even prove to be irrel-
evant for this study.  
• The bigger picture  
The means to an end are not linear in competing Ph.D. studies and a lesson I have gained here 
is particularly that the difficulty experienced in this process does not necessarily imply that the 
end is unattainable. Recognising the bigger picture enhanced my motivation as I anticipated 
the reward of reaching the end, in the case where the completion of this study is an end in itself. 
 
In conclusion, the lived experience of completing a Ph.D. study would differ between persons 
as do the sources of inspiration and motivation. The commencement and completion of this 
study was inspired by my awareness of how the social context can be both constructive and 
destructive. My personal experiences of how social identity can influence self-interpretation 
and consequently invalidate or enhance it has inspired my interest in a study that captures iden-
tity and meaning as independents aspects of being. The focus on infertility, is particularly in-
spired by my experience within the practice of psychology. It appeared to me that factors such 
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as physical or mental illness, including addictions, and sexuality can be socially constructed 
and more so in ways that invalidate individuals as well as increase the risk for self-alienation 
in lieu of social acceptance and validation. Furthermore, the challenges I encountered on this 
process were both expected and unexpected and have all yielded valuable personal growth.  
  
 
 160  
REFERENCES 
 
Abebe, M.S., Afework, M., & Abeynew, Y. (2020). Primary and secondary infertility in Africa: sys-
tematic review with meta-analysis. Fertility Research and Practice, 6(20), 1-11. Doi: 
https://doi.org/10.1186/s40738-020-00090-3 
 
Akhondi, M.M., Binaafar, S., Ardakani, Z.B., Kamali, K., Kosari, H., & Ghorbani, B. (2013). Aspects 
of psychological development in infertile versus fertile men. Journal of Reproduction and Infertil-
ity, 14(2), 90-93. 
Acharya, A. S., Prakash, A., Saxena, P., & Nigam, A. (2013). Sampling: How and Why of it? 
Indian Journal of Medical Specialties, 4(2), 330-333. 
Alvi, M.H. (2016). A manual for selecting sampling techniques in research. Munich Personal 
RePEc Archive. Doi: https://mpra.un.uni-muenchen.de/70218 
Babbie, C. E. (2007). The basics of social researcher. Boston: Cengage Learning. 
Bell, A. V., & Hetterly, E. (2014). “There’s a higher power, but He gave us free will”: Socio-
economic status and the intersection of agency and fatalism in infertility. Social Science 
& Medicine, 114, 66-72. 
Bevan, M.T. (2014). A method of phenomenological interviewing. Qualitative Health Re-
search, 24, 136-144.    
Bokaie, M., Simbar, M., Mojtaba, S., & Ardekani, Y. (2015). Sexual behavior of infertile 
women: A qualitative study. Iran Journal of reproductive Medicine, 13, 643-654.   
Broome, R. E. (2011). Descriptive phenomenological Psychological Method: An Example of 
a Methodology Section from Doctoral Dissertation (Unpublished doctoral thesis). Utah 
Valley University, Orem, Utah. http://works.bepress.com/rodger_broome/9/ 
 
 161  
Butėnaitė,J., Sondaitė,J., & Mockus, A. (2016). Component of existential crisis: a theoretical 
analysis. International Journal of Psychology, 18, 9-21. http://dx.doi.org/10.7220/2345-
024X18.1 
Crous, F., Havenga-Coetzer, A., & Van Den Heever, G. (1997). (Eds). On the way to meaning: 
Essays in remembrance of Victor Frankl. The Victor Frankle Foundation.  
Crowe, M., Inder, M., & Porter, R. (2015). Conducting qualitative research in mental health: 
Thematic and content analyses. Australian and New Zealand Journal of Psychiatry, 49(7), 
616–623. doi: 10.1177/0004867415582053 
De Castro, A. (2003). Introduction to Giorgi’s phenomenological existential Research method. 
Psicologíadesde el Caribe: Barranquilla, 1, 46-56. 
Dowling, M. (2007). From Husserl to van Manen. A review of different phenomenological 
approaches. International Journal of Nursing Studies, 44,131–142. 
Dyer, S. J., Abrahams, N., & Van Der Spuy, Z. M. (2002). Infertility in South Africa: Women’s 
productive health knowledge and treatment-seeking behaviour for involuntary childless-
ness. Human Reproduction, 17(6), 1657-1662. 
Dyer, S.J. (2007). The value of children in African countries - insights from studies on infer-
tility. Journal of Psychosomatic Obstetrics & Gynecology, 28, 69-77. 
Dworkin, S. L. (2012). Sample size policy for qualitative studies using in-depth interviews. 
Archives of Sexual Behavior Journal, 41, 1319–1320. 
Eckert, P., & McConnell-Ginet. S. (2013). Language and Gender (2nd ed.). Cambridge: Cam-
bridge University Press 
Else-Quest, N. M., & Hyde, J. S. (2016). Intersectionality in quantitative psychological 
research: I. theoretical and epistemological issues. SAGE Psychology of Women 
Quarterly, 40(2) 155-170. 
 
 162  
Englander, M. (2012). The interview: Data collection in descriptive phenomenological human 
scientific research. Journal of Phenomenological Psychology, 43, 13-35. 
Etikan, I., Musa, S.A., & Alkassim, S. (2015). Comparison of convenience sampling and pur-
posive sampling. American Journal of Theoretical and Applied Statistics, 5, 4-9. 
Fatima, P., Hossain, M.M., Rahman, D., Hossain, H. B., Hossain, H. N., FA Hossain, F.A., & 
Cynthia, F. (2016). Treatment seeking behavior and the profile of infertile patients attend-
ing the tertiary infertility center at Dhaka. Journal of Bangladesh College of Physicians 
and Surgeons, 34(3), 140-144. 
Gentle, S.J., Charles, C., Ploeg, J., & McKibbon, K.A. (2015). Sampling in Qualitative Re-
search: Insights from an Overview of the Methods Literature. The Qualitative Report, 
20(11), 1772-1789. http://nsuworks.nova.edu/tqr/vol20/iss11/5. 
Frankl, V. (2014). Man’s search for meaning. Beacon Press: Boston, MA 
Giorgi, A. (2005). The Phenomenological Movement and Research in Human Sciences. Nurs-
ing Science Quarterly, 18, 75-82. dio:10.1177/0894318404272112.   
Giorgi, A. (2009). The descriptive phenomenological method in psychology: A modified Hus-
serlian approach. Pittsburgh. PA: Duquesne University Press, 233. 
Griel, A, L., Slauson-Blevins, K., & McQuillan, J. (2010). The experience of infertility: a re-
view of recent literature. Sociology of Health & Illness, 32, 140-162. 
Griel, A., McQuillan, J., & Slauson-Blevins, K. (2011). The social construction of infertility. 
Sociology Compass, 5(8), 736-746. DOI:10.1111/j1751-9020.2011.00397.x 
Groenewald, T. (2004). A Phenomenological Research Design Illustrated. International Jour-
nal of Qualitative Methods, 3, 42-53. 
Growl, J.M. (2016). 15 Common Defense Mechanisms. Retrieved from http://psychcen-
tral.com/lib/author/grohol/  
 
 163  
Grodlin, J. (2005). A Companion to Hermeneutics. Wiley. 
https://doi.org./10.1002/978111852929812 
Hassani, F. (2010). Psychology of infertility and the comparison between the two couple ther-
apies, in infertile pairs. International Journal of Innovation, Management and Technology, 
1, 25-28.   
Holtz, R. (2011). Phenomenology. SAGE Dictionary of Qualitative Management Research, 
153. http://dx.doi.org/10.4135/9780857020109 
 
Janz, B.B. (2018). Hermeneutics, Self-Knowledge and Self-Interpretation: In cooperation with 
the center for advanced research phenomology. Research Gate. http//:www.re-
searchgate.net/publication/329215192 
Jibrin, R., & Salem, S. (2015). Revisiting Intersectionality: Reflections on Theory and Praxis. 
Transcripts 5. 
Kafle, N. P. (2011). Hermeneutic phenomenological research method simplified. An interdis-
ciplinary journal, 5, 181-200. 
Kumar, P., & Malhorta, M. (2008). Jeffcoates principles of gynaecology (7th ed.). Jaypee 
Brothers Medical Publishers. 
Leary, M. R. & Tangney, J. P. (Eds). (2012). Handbook of Self and Identity (2nd ed.). The 
Guilford Press.       
Leyser-Whalen, O., Temple, J. R., & Phleps, J.Y. (2012). Ethical and Psychosocial Impact of 
Female Infertility. Current Obstetrics and Gynaecology Report, 1, 153-158. 
Lukse, M.P., & Vacc, N.A. (1999). Grief, Depression and Coping in Women Undergoing Infer-
tility treatment. Obstetrics and Gynecology, 93, 245-251. 
 
 164  
Lykeridou, K., Kleanthi, G., Deltsidou, A., Loutradis, D., & Vaslamatzis, G. (2009). The im-
pact of infertility diagnosis on psychological status of women undergoing fertility treat-
ment. Journal of Reproductive and Infant Psychology, 27(3), 223–237. 
https://doi.org10.1080/02646830802350864 
Mabasa, L.F. (2002). Socio-cultural aspects of infertility in a black South African community. 
Journal of Psychology in Africa, 12, 65-79. 
Makoba, L.T. (2005). The experiences of infertile married African Women in South Africa: A 
Feminist Narrative Enquiry. (Unpublished Masters dissertation). University of Pretoria, 
Pretoria.  http://repository.up.ac.za > handle> dissertation 
Mamata, D., Ray, S.K., Pratap, K, Firuza, P., Burl, A.R., & Manish, B. (2015). Impact of dif-
ferent controlled ovarian stimulation protocols on the physical and psychological burdens 
in women undergoing in vitro fertilization/intra cytoplasmic sperm injection. Journal of 
Human Reproductive Sciences, 8(2), 86-92. 
Masoumi, S.Z., Parisa, P., Darvish, N., Mokhtari, S., Yavangi, M., & Roshanaei, G. (2015). 
An epideomologic survey on the causes of infertility in patients referred to infertility 
center in Fatemieh Hospital in Hamadan. International Journal of Reproductive Biomed-
icine, 13 (8), 513-516. 
Maung, H.H. (2019). Is infertility a disease and does it matter? Bioethics, 33, 43–53. https://doi. 
org/10.1111/bioe.12495    
Mehrad, A. (2016). Mini Literature Review of Self-Concept. Journal of Education, Health and 
Community Psychology, 5, 62-66. 
Moura-Ramos, M., Gameiro, S., Canavarro, M.C., Soares, I., & Santos, T.A. (2012). The indi-
rect effect of contextual factors on the emotional distress of infertile couple. Psychological 
Health, 27(5), 533-549. 
Mulhall, S. (2013). Routledge Guidebook to Heidegger’s Being and Time. London: Routlegde. 
 
 165  
Mumtaz, Z., Shahid, U., & Levay, A. (2013). Understanding the impact of gendered roles on 
the experiences of infertility amongst men and women in Punjab. Reproductive Health 
journal, 10(3), 1-10. 
Olmedo, S.B., (2000). Definition and causes of infertility. Reproductive Biomedicine Online 
webpaper, 2, 41-53. 
Orenstein, G.A., & Lewis, L. (2021). Eriksons stages of psychological development. StatPearl 
Publishing. Retrieved from: PubMed.gov PMID 32310556.  
Oti-Boadi, M., & Asante, O. (2017). Psychological health and religious coping of Ghanaian 
women and infertility. BioPsychoSocial Medicine, 11(1), 20. 
Oyserman, D., Elmore, K., & Smith, G. (2012). Self, self-concept and identity. Handbook of 
self and identity, 2, 69-104. 
Palys, T. (2008). Purposive Sampling. The SAGE Encyclopedia of Qualitative Research Meth-
ods, 2, 697-698.  
Pedro, A., & Andipatin, M. (2014).   A qualitative exploration of South African women’s psy-
chological and emotional experiences of infertility. Open Journal of Preventive Medicine, 
4, 327-337. http://dx.doi.org/10.4236/ojpm.2014.45040 
Penner, J.L., & McClement, S.E. (2008). Using Phenomenology to Examine the Family of 
Caregivers of Patients with Advanced Head and Neck Cancer: Reflections of a Novice Re-
searcher. International Journal of Qualitative Methods, 7, 92-101. 
Prunas, A., Di Pierro, R., Huemer, J., & Tagini, A. (2019). Defense Mechanisms, Remembered 
Parental Caregiving, and Adult Attachment Style. American Psychological Association, 
36(1), 64-72. http://dx.doi.org/10.1037/pap0000158 
Rashotte, J., Fothergill-Bourbonnais, F., & Chamberlain, M. (1997). Pediatric intensive care 
nurses and their grief experiences: A phenomenological study. Heart &Lung: The jour-
nal of acute and critical care, 26, 372-385. 
 
 166  
Reiners, G.N. (2012). Understanding the Differences between Husserl’s (Descriptive) and 
Heidegger’s (Interpretive) Phenomenological Research. Journal of Nursing and Care, 
1(5). 
Roudsari, R. L., Allan, H., & Smith, P. (2007). Looking at infertility through the eyes of reli-
gion and spirituality: A review of the literature. Human Infertility, 10(3), 141-149. Re-
trieved from https://doi.org10.1080/14647270601182677 
Santos D.J.S, Polmares, N.B., Normardo, D. & Quintão, C.C. A. (2010). Race versus ethnicity: 
Differing for better application. Dental Press Journal of Orthodontics, 15(3), 121-124. 
Saunders, B., Sim, J., Kingstone, T., Baker, S., Waterfield, J., Bartlam, B., Burroughs, H., & 
Jinks, C. (2017). Saturation on qualitative research: exploring its conceptualization and 
operationalization. Quality & Quantity International Journal of Methodology, 52, 1893-
1907. 
Seamon, D. (2000). A way of seeing people and places: Phenomenology in Environment-Be-
haviour Research. Plenum. 
Simionescu, G., Doroftei, B., Maftei, R., Obreja, B., Anton, E., Grab, D., Ilea, C. & Aton, C. 
(2021). The complex relationship between infertility and psychological distress. Experi-
ential and Therapeutic Medicine, 21, 2-5.  
Sola, C., Caba, M.I., Padilla, J.M., Sampe, E., & Molina, J. (2016). Experiences of Spanish 
women undergoing hysterosalpingography as part of infertility process: a phenomenologi-
cal study. Journal of Clinical Nursing, 25, 494-504. 




 167  
Spears, R. (2011). Group Identities: The Social Identity Perspective. Handbook of Identity The-
ory and Research. Washington: Springer science and Business Media DOI10.1007/978-1-
4419-7988-9_9 
Stanford Encyclopedia of philosophy. (2016). Hermeneutics philosophy. Retrieved from: 
https://plato.stanford.edu/entries/hermeneutics/AimsTextIn. 
Unuane, D., Tournaye, H., Velkeniers, B., & Poppe, K. (2011). Endocrine disorders in female 
infertility. Best Practice & Research Clinical Endocrinology & Metabolism, 25, 861-873. 
Van Manen, M. (2016). Phenomenology in Practice. Routledge. 
Westoff, C.F. & Peitsch, K. (2015). Religion and reproductive behaviour in Sub-Saharan Af-
rica. USAID. 
White, P. (2015). The concept of disease and health care in African traditional religion in 
Ghana. Theological studies, 71(3), 1-7. 
WHO (2018). World Health Organisation: Sexual and reproductive health. Geneva: World 








 168  
APPENDIX 1: 
TRANSCRIBED INTERVIEW ONE  
 
PARTICIANT PSEUDONYM: ONTLAMETSE  
Researcher: Hello Ontlametse. Thank you for agreeing to talk to me. I have just a few ques-
tions to ask you and this may take us a few minutes to complete. Can you describe for me your 
personal experience of having problems conceiving naturally? 
Ontlametse: It was a painful experience it started, I think when I came here 2015 to try IVF 
for the first time and it didn’t work, when it didn’t work it was really painful for both of us, me 
and my husband. 
Researcher: So, you found out in 2015? 
Ontlametse: Yes  
Researcher: Okay, alright and then 2015 when you found out what was happening? 
Ontlametse: We tried to conceive naturally and nothing happened, so we decided to see a 
gynaecologist at One mil and he referred us here. 
Researcher: Okay and then what were you diagnosed with? 
Ontlametse: Uhm when they did the test on my husband everything was fine and I was diag-
nosed and they said that is the problem. 
Researcher: So, it means in the marriage it’s the female factor infertility? 
Ontlametse: Yeah 
Researcher: So, you say it was a painful experience? 
Ontlametse: Yeah 
Researcher: And then how painful was it?  What made it painful? 
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Ontlametse: Like every time you have your period, it's like you were hoping to be pregnant 
so every time you see your period I was like I just had a miscarriage and sometimes we would 
take pregnancy, like home pregnancy tests and then they come out negative, its painful.  
Researcher: So, the pain was more of the disappointment, that it's not pregnancy, it’s  your 
natural cycle. 
Ontlametse: Yes  
 Researcher: Okay, alright.. And then again, can you tell me about your experience as a 
woman with no kids, in your community? So, your community I mean, your...okay do you go  
to church?  
Ontlametse: Yeah.  
Researcher: Okay, so I mean your church and then in…, so you are from Soshanguve? 
Ontlametse: Yes 
Researcher: Okay, so maybe in your street, in your neighbourhood,  people that know you are 
married but you don’t have kids? 
Ontlameste: Ok where I got married is in the rural area, so like immediately when you get 
married they expect you to fall pregnant in a year, so my in-laws, I don’t think they are taking 
it well because it's been a while since we married, we've been married for six years, but we 
have been together more than 10 years. So, they've been expecting to see something early, so... 
Researcher:  So, the in-laws, what do they do that makes you feel like maybe they are sup-
posed to see something, are they expecting something? 
Ontlametse: Like my mother-in-law she's always sending me somewhere where they pray for 
people like anywhere where I could get help sometimes it gets annoying and the pressure also 
is too much. 
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Researcher: Okay… where does the pressure come from, from her or…? 
Ontlametse: Mainly from her. 
Researcher: Okay, mainly from her, from your mother in-law? 
Ontlametse: Yes. 
Researcher: And then does she ever speak to you about it, that I'm sending you to be prayed 
for because of this? 
Ontlametse: No, like she would call and then tell me that she heard somewhere that there is a 
pastor somewhere who is praying for people who have a problem like mine. 
Researcher :Alright, so she says a problem like yours? 
Ontlametse: Yes 
Researcher: Does she say what kind of a problem? 
Ontlametse: Like people who struggle to conceive 
Researcher: So, she cannot be specific about why she is sending you? 
Ontlametse: What? 
Researcher: she is never specific about why she is sending you to be prayed for? 
Ontlametse: Yeah, like, uh like, I think everyone knows that we have a problem conceiving. 
Researcher: Okay, and then besides mother in law, where else would you say the pressure 
comes from? 
Ontlametse: For now, it’s only from my in-laws, other people I don’t know if they have a 
problem. 
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Researcher: Alright. So, you say your mother in law, you know… the pressure that she puts 
you under by sending you to be prayed for, you find it annoying? 
Ontlametse: Yeah, because like every, every time, she is looking for doctors or traditional 
healers, she takes me everywhere 
Researcher: Okay, so you have gone to doctors, traditional healer and then…? 
Ontlametse: Yeah 
Researcher: So, you sought intervention? 
Ontlametse: Huh? 
Researcher: You were looking for intervention like from a lot of people? 
Ontlametse: Yeah 
Researcher: And then most of the time is the mother in law who says let’s go? 
Ontlametse: Yeah 
Researcher: Okay, so how do you what do you think about that that she is making you go to 
all these people? 
Ontlametse: I don’t think that is good, because its putting me under a lot of pressure and I 
stress like the other time I think it was last year she was telling me that I am turning 31 so age 
is not on my side that I need to do something. 
Researcher: Do you see it as just her annoying, or supporting you or you see it both way? 
Ontlametse: I think she thinks she is supporting me but for me I wish that sometimes she 
should let me be. 
Researcher: So for, for you it’s annoying that's how you see, you wish she  could stop? 
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Ontlameste: Like, if, like its pressure for me because you know how it happens, maybe this 
month she will call and say someone, but I am still busy with those people and then she will 
call again and I have to go somewhere like I change, like this week I am with this person the 
other week I am with another I don’t even know what I am doing.  
Researcher: And then at church? do you go to church?  
Ontlametse: Yeah 
Researcher: At church what is it like, people who know you married and that you don’t have 
kids you and your husband?  
Ontlametse: They tell us to pray. 
Researcher: So, would you say in church they more supportive or indifferent they don’t show 
that they care? 
Ontlametse: No, like they not in my business. 
Researcher: Okay and then at home, in your neighbourhood where you stay with your hus-
band? is it just the two of you or with your siblings? 
Ontlametse: It is just the two of us. 
Researcher: Okay, okay… 
Ontlametse: I think they are aware that we have a problem, because we have been together for 
long and no child because there was this couple also struggling to get a child, they told my 
husband that they have the same problem. 
Researcher: So back home the only feedback maybe someone who came to you about not 
having children it’s this couple, that's having the same problem? 
Ontlametse: Yeah  
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Researcher: Okay, but otherwise you're not experiencing something harsh from the neigh-
bours or maybe some kind of support something that says maybe they're suspecting something? 
Ontlametse: No 
Researcher: You don't experience that, okay your friends, your colleagues at work? 
Ontlametse: No, my friends know that I am trying to conceive, they are supportive 
Researcher: So, your friends are supportive? 
Ontlametse: Yeah 
Researcher: Okay and then so being an African woman, what is it like for you because we 
black people African people? 
Ontlametse: It’s not nice like my in-laws if you married they call you by your child’s name so 
me I have been called sister every time so if you want another one they call them by their child 
name so like its ya it’s hard for me. 
Researcher: Okay, so, when you got married they gave you a name because when you get 
married you get a name? 
Ontlametse: They haven’t given me a name, it’s only traditional, they give you a name if you 
do a white wedding. 
Researcher: So, for you don't you think sister is because you don't have a child yet? 
Ontlametse: I think it’s because I don’t have a child, yet when you have a child they call you 
mama  
Researcher: Okay, alright and then how do you feel about that? 
Ontlametse: It hurts 
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Researcher: You said you stay in Soshanguve? 
Ontlametse: Yeah. 
Researcher: Okay so you experienced the fact that they call you sister is something that is 
hurtful how do you interpret besides feeling that it's painful? 
Ontlametse: No if I am around my in-laws i have to be strong and not show that this thing is 
breaking me.  
Researcher: When you don't have to be strong what is it like?  
Participant: I cry (sobbing) 
Researcher: Okay alright so it causes you emotional pain? 
Ontlametse: Yeah 
Researcher: Okay if we were to say on all the things you've mentioned you know mother in 
law them calling you sister and then not being pregnant at all which one makes you cry which 
one causes you emotional pain?  
Ontlametse: The painful one I that’s why I get annoyed when my mother in law says I should 
try something because every time I try something, and it doesn't work it becomes more painful 
its better when I am not trying anything then I am not expecting anything (Sobbing) 
Researcher: So, it's basically the pressure that comes from especially mother-in-law that hits 
you the most? 
Ontlametse: Yeah 
Researcher: Alright, thank you for that. So do you ever feel like the way you experience your-
self in relation to the challenges of infertility they influenced by your surroundings, other peo-
ple than yourself? 
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Ontlametse: Like, most of the time people who are close to me are the one that like sometimes 
I would think its fine that I can’t conceive its fine, its fine but people will remind you that if 
you don’t have a child something is wrong with you (Sobbing) 
Researcher: Most of the time on your own, are you fine because you know what is happening? 
Ontlametse: Yeah 
Researcher: Seeing the doctor and they explain so that's better to handle for you? 
Ontlamtse: Yes 
Researcher: So, the painful part comes from the people? 
Ontlametse: Yeah 
Researcher: Okay, so other people are hurting you in which way do you feel they judging you 
beside pressurising you? 
Ontlametse: Like from other people is just the pressure I don’t know if they are judging me 
for not falling pregnant, I am not sure.  
Researcher: And then how would you describe your relationship with yourself? how do you 
see yourself? how do you relate to yourself? In this context, that you can’t have children? 
Ontlametse:  If it’s just me, I never feel bad, I just say it happens, it happens but I didn’t want 
to think too much about it and force it to happen, I know how I feel when I try something, and 
it doesn’t happen I feel like not trying is better for me than trying. 
Researcher: And then you coming to the clinic is this you trying? 
Ontlametse: Yeah  
Researcher: Okay, so how is that because you're trying to? 
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Ontlametse: Because this, I tried first in 2015 and then every time you try IVF is like the last 
resort, if it doesn’t work you become devastated you don’t know what to try next, so that’s the 
painful part. (Sobbing) 
Researcher  
Okay, alright. So, you mentioned that another painful thing besides pressure from people is 
trying IVF knowing it’s the last scientific resort, Of course? 
Ontlametse: Yeah, after IVF I don’t think there is anything you can try. 
Researcher: So, what makes the experience difficult about that, that is the last resort? 
Ontlametse: Like this thing of pregnancy, like first time it was negative and then we tried 
again, and it ended in miscarriage and it was painful (Sobbing) 
Researcher: Okay, that was your second cycle of IVF? 
Participant: Yeah. 
Researcher: And then you're back again for another cycle? 
Ontlametse: Yeah, the third one. 
Researcher: And then what motivated you to come back and keep trying? 
Ontlametse: The last one because that was the first time something positive happened.  
Researcher:So, because they are you can see that they are chances of success? 
Ontlametse: Yeah. 
Researcher: Okay, alright, and then yourself? how do you see yourself? are you kind to your-
self? are you sometimes angry that you can’t get pregnant? 
Ontlametse: No, No. 
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Researcher: Okay, alright okay, thank you for that. So, understand that the pain comes from 
the disappointment of the pregnancy not being there, the pressures especially from your 
mother-in-law and your family. 
Ontlametse: If maybe living in my own world then I wouldn’t see any problems. 
Researcher: Okay, alright, what would your own world be like? 
Ontlametse: Huh? 
Researher: What would it be like? 
Ontlametse: Like I was going to accept that I can’t have kids and then move on. 
Researcher: What makes it difficult to accept in this world? 
Ontlametse: It comes December then I have to go to my in-laws that’s when I see there is 
something missing. 
Researcher: What makes you feel like there's something that is missing because January to 
November r there's nothing missing you happy with your husband at home? 
Ontlametse: The way it is. 
Researcher: Okay, so when you get everyone come with their children and those who are 
married also come with their children? 
Ontlametse: Yeah 
Researcher: Am I right in saying that much of the emotional pain you're experiencing in rela-
tion to infertility has to do with the people around you. 
Ontlametse: Yeah 
 
 178  
Researcher:  Okay, so if you didn't have anyone asking you or maybe if you stayed in another 
community, like some of the western community where nobody may want to know? 
Ontlametse: I will be so much happy. 
Researcher: It will be easier..Okay. What would make it easier? You know, the explanation 
from the doctors knowing that this is what is happening? You know…And understanding the 
whole process would it help to make it easier? 
Ontlametse: Yeah 
Researcher: Okay, and then you personally,  psychologically, where are you with this? 
Ontlametse: I don’t think I stress too much about this thing because there was a time like, the 
break that we took from 2015 until now, like me and my husband we agreed that ok it’s fine if 
we don’t have children, it’s okay because it's more painful trying than just accepting the situa-
tion. 
Researcher: Mmm…Okay, so, it sounds to me like in your marriage, it doesn't cause much of 
a conflict.  
Ontlametse: No. 
Researcher: You accepted that if it happens, it happens if it doesn't, it doesn’t. 
Ontlametse: Yeah 
Researcher: Okay, So you keep trying because after all, it's something that you want and then 
because you once had, had a positive so there is success rate to this  
Ontlametse: Because we tried almost everything going and there was no positive result but 
last time it was positive is just that it ended in miscarriage.  
Researcher: And then I how did you take that? 
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Ontlametse: It wasn’t easy 
Ontlametse: Was is it something that the doctors explained to you that they are chances of, 
you know, the loss of pregnancies?  
Ontlametse: No, they didn’t explain. 
Researcher: So, it was totally unexpected?  
Ontlametse: Yes, everything was going well so we don’t know why, like nothing happened to 
trigger it, it just happened. 
Researcher: All right. Thank you so much. You've answered all of all our questions, so I'm 
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APPENDIX 2: 
TRANSCRIBED INTERVIEW TWO  
 
PARTICIANT PSEUDONYM: LINEO  
Researcher: Good afternoon, thank you for talking to me. Are you the one here for treatment? 
Is it you that's being treated or your husband? 
Lineo: it’s Me 
Researcher: Alright. And what are you being treated for? 
Lineo: The thing is I had sterilisation, in 2002. When, when I found out that I’m HIV positive 
and the first thing in my mind… I just thought, I can't bring a child in this world if the child is 
going to die or something. So… but I only found out afterwards that even if I’m positive, I can 
still have a child. But I took that decision, so there is no going back. 
Researcher: So, you didn't have a diagnosis that suggests you can’t be pregnant, you just had 
a sterilisation 
Lineo: I… what, what I heard then was that you are HIV positive. Now, this is the risk.  
Researcher: Okay, okay. 
Participant: Then they didn't tell me everything I needed to know. That you can still have a 
child. It’s still safe to have a child, the child might be negative. I didn’t know about that until 
afterwards when I dwelled on HIV and studies about it as I wanted to know what is happening 
to my body and all that. That's when I found out that Oh, I can still have a child. 
Researcher: Mmm…that’s good news. So you are here to reverse this sterilisation? 
Lineo: Unfortunately, I tried to reverse it, but its irreversible. 
Researcher: Okay. It’s irreversible. Alright… and then the option that you have? 
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Lineo: I am only having an option of IVF  
Researcher: IVF… Okay, so you are here for IVF treatment?  
Lineo: Yes.  
Lineo: So, you've been wanting to have children since 2002. You stopped then and then when 
did you start again to want to have children? 
Participant: After I met my husband in 2007, unfortunately, he didn't have any children and 
he really wanted them and he knew about my status but he was like, no, but there are things  
that can help us. That's when we started to study together and make researches and all that.  
That's when I found out  I can still have a child whilst I am still positive and I can’t infect my 
husband and I can’t infect the baby also. That's when I started to have an interest in having a 
child. 
Researcher: Okay. And how has it been for you that you couldn't reverse the sterilisation and 
you couldn't conceive naturally? 
Lineo: Terrifying, painful because whenever I go to the family, whenever I have to go with 
him somewhere and they like you still don’t have a child and I know it's my fault. And it's a 
burden, it’s like I am unfair to him.  
Researcher: So, are you saying that you're feeling somehow, you know, bad that your husband 
can't have a child? 
Lineo: Yeah, it's like I'm holding him back but he doesn't blame me for that. But for me to 
know that it's my fault that I can't give him a child…. He doesn't have any problem I'm the one 
who's having a problem. And I feel that somehow I'm letting him down. 
Researcher: So, for you, this is more for your marriage. 
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Lineo: Yes, it’s more for my marriage and for us to have something, yes. 
Researcher: Alright, so your experience of not being able to conceive is that mainly? You 
know you're experiencing it as if you're inconveniencing your husband and when you go to the 
families, you know, they ask about a child you still don't have. 
Lineo: It’s, it's really tough. When you don't have a child with your husband, you know, with 
us Africans, they always blame us women. I know in this case, it's my fault. But then, even if 
they don't know what's happening, he doesn't want to discuss it with his family, it’s our thing. 
But, you know, they are always like, why can't you marry someone else? Why don’t you find 
another option? Why don't you take sethepu (a second wife) who will give you a child and all 
that. And it's a burden to me, thinking that what if my husband wakes up one day and decide 
that okay, I want someone who can give me a child and we've been through a lot together, its 
strenuous. 
Researcher: So, your experience, would you say it's a difficult experience or a fair experience? 
Lineo: With Me and my husband, I would say we would be fine, he… he doesn’t have any 
problems. We are fine, we love each other, and we don't quarrel about that we don’t even fight 
and even when I say to him lets go for other options, he's like, why can't we just be together? I 
love you and you love me and that's all that matters. But that thing that says, I need to give him 
a child. 
Researcher: Okay, so it's that thing in you, you know, feeling that you need to give him a 
child?  And the family… At home, do you think people around you look at you as a couple, 
married couple that doesn't have children?  
Lineo: Yes, they regard us as a couple that doesn't have a child. Even in society, they were 
like, we want a child, you have to have a child in your marriage and all that. 
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Researcher: And how is that for you?  
Lineo: It’s, it's painful. It's really painful, because there are things that I can't do. If I have 
known, then I would have done things differently but because of I didn't know I opted for 
whatever that I thought was right. 
Researcher: So, the pressure comes mainly from the family? 
Lineo: Even the society, you know society can crucify you without knowing the problem, and 
that’s wrong. Sometimes they would even say maybe this husband of yours can’t have kids but 
they don't understand and I don’t… I don't want that for him. He loves me, and I want to protect 
him at the same time, but I don't know how to do it. 
Researcher: So, it becomes difficult because of all the opinions that you get, and you know, 
feeling like maybe you need to defend your marriage? 
Lineo: Yes, and then at church are there people who perhaps have some perceptions around a 
couple being married, not having children, expectations around that, you know. There was this 
time when our pastor, our Bishop actually was saying… was calling an altar call saying I need 
to pray for you two. You've been married for 11 years and you don't have any children. And 
it's not what God wants for both of you, so I need to pray for you, for both of you. 
Researcher: This is in the church, so he was calling you and your husband out just the two of 
you? 
Lineo: Exactly, so you see the pressure that I'm facing, its immense, I don't know what to do. 
Sometimes I feel like I can crawl into the hole, cut myself from the world, be in my house with 
my husband with only the two of us, cut everyone out. I can't even go to funerals because I'm 
like I am going to meet your cousins and they are going to ask me about kids. I can't have 
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umm…hold parties. I can't have a party at my house and invite them because I'm worried that 
they're going to ask us about kids. So, so far, I'm getting that, you know. 
Researcher: So the family, is it mainly your husband's family? 
Lineo: Mainly my husband’s family. My family, I’m the only child to my mother. She under-
stands very well what's happening and she's grateful that I'm in love with my husband and all 
that, but also she's like, even if you can get something to try, you can try it and I will understand 
if you fail then I would know that you tried but she doesn't put me under pressure, my mother 
doesn't put me under pressure, just like my husband.  
Researcher: So, your mom, you feel she's being supportive? 
Lineo: She’s supportive all the way.  
Researcher: So, at church, do you feel the pastor is being supportive or do you think there is 
more to that? 
Lineo: I…I think, maybe not knowing. I don't want to say he was pressurising us, but some-
times they don't have an idea what's happening between the two of us, then they just assume 
that something is wrong and if something is wrong, we can pray for this couple to have a child. 
It's not normal, according to them, let me put it that way. According to them it’s not normal for 
a married couple the not to have a child. 
Researcher: Who is them? 
Lineo: The church, the pastors, the bishops and all. When I gain weight, it will be like women 
in church will say we are happy for you, it’s like now you are becoming pregnant. I am like 
really there's no way I can get pregnant, how can people say that, and it hurts because it's 
something that I want to give my husband. 
Researcher: So what’s your church? is it Catholic, Bazalwane (charismatic Christian church)? 
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Lineo: It’s the Bazalwane ( charismatic Christian) church. 
Researcher: And you personally, do you hold those values as a Christian woman that in a 
marriage you must have children? 
Lineo: I believe that marriage is not about children, that's why I agreed to get married to my 
husband because we sat down, and I gave him the whole story. That this is me, I am HIV 
positive and I've had this and can't have kids. So, if you are okay with that… I know we love 
each other, I love you too yes and everything. We can still use condoms and not infect each 
other. But then when it comes a time, when we want to have kids and all that, and he was like, 
I'm fine with that. So, I know marriage is not about kids, I know we can still be married and 
happy. We lived for 11 years and I've never had a problem with him personally about  the 
children issue. Marriage is not about kids it's about two people who love each other. 
Researcher: So now your personal beliefs, do they clash with your religious beliefs? 
Lineo: It’s only the pressure that I got from my religion, my surroundings, the family, the 
community and all that. That's the pressure, that’s the only pressure that I'm having right now. 
Researcher: And then women from church are they your only friends or do you have friends 
who maybe you feel are more concerned about not having children in your marriage? 
Lineo: I have this friend, she's a nurse. But we don't go to the same church, she knows my 
problems. She's the one who suggested if you feel so bad about not having a child it should be 
your choice; why don’t you go for IVF talk to your husband if you have enough money you 
can go for IVF. Now there are options so she came up with this idea, she is so supportive. 
Researcher: Okay, your friend is supportive. And then for the Sotho people, what is it like for 
a Sotho woman to be married and not have children? 
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Lineo: To them it's like an abomination. It's like something that shouldn't happen, sometimes 
they blame my husband and we had all the tests and I know that he can have children it is just 
he was reserving himself for marriage. He is the type of person who said, I don’t want to have 
a child outside marriage and support the child outside marriage, go back to the marriage and 
drag that child along and all that. He doesn't want baby Mama drama he didn’t want that, that’s 
why he reserved himself. So he decided the only child he’s going to have is when he is married. 
He protected himself that far unfortunately. 
Researcher: Do you feel it's unfortunate? 
Lineo: It’s, to me, it's like, unfortunately, it is my problem he can’t have children. If it weren’t 
for my problem, then he would be fine. So most of the time I am blaming myself for whatever 
is happening, whatever they're saying to him, whatever is happening in our marriage, in the 
society, the family. I feel like I am failing him. 
Researcher: So, would you say you're the one that's bearing all that burden? 
Lineo: Yes. 
Researcher: It must be a difficult experience? 
Lineo: I don't know what to call it, it’s painful, it even went to a point where I met my previous 
boyfriend and he was like, I heard that you don't have children after so many years. I’d just say 
no, I don't have any children and he would be like it means he doesn't know which spot to hit, 
that husband of yours doesn't know which spot to tackle, I should show him and he brags about 
that. It’s annoying and at the same time I feel that he's disrespecting my husband, you know, 
at the back of my mind I  have that thing, I want to show them that my husband can have kids 
and the only way of showing them is for me to give him a child. 
Researcher: So you feel that you carry the blame yourself, you bear all the burden? 
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Lineo: I am taking all the blame, all the burden. Even if he's trying to calm me down saying 
don’t worry, I don't care about those things and all that. But I do you know, the mind of a 
person is something else, a person thoughts are otherwise. When I'm alone, I'm thinking a lot 
when he's alone I don't know what he's thinking. So I'm like, he might be loving and everything, 
but I think when he's alone, he's like, I should have made the biggest mistake of marrying a 
woman who can't give me a child. That comes to my mind every time, maybe he regrets mar-
rying me knowing I couldn't have a kid then. 
Researcher: Okay so we spoke about your culture… and you know for the Sotho people and 
your social circle… Okay let me just ask the question as it is. Do you ever feel like the way 
you experience yourself in relation to the challenges of infertility is influenced by your com-
munity? The way you experience everything, feeling like maybe you need to prove to people 
that your husband can have children, taking the blame, the clash between your religious beliefs 
and your beliefs that marriage is not about kids… you know, do you feel that maybe most of 
the things you experience in relation to not being able to have children has to do with your 
community, your church, your husband’s family? 
Lineo: I think it's all about it, if only people around me, from my church knew that you can 
have a successful marriage even if you don't have kids. They wouldn't put me under this pres-
sure and if the people in my community knew that I'm happy. I wonder how many women that 
you find that have 10 children in their marriages, but their marriages are not successful. Why 
can't they look at the success of my marriage except for what I can put on the table? 
Researcher: So, do you feel that…. 
Lineo: I feel…. 
Researcher: that everyone is affecting your experience? 
Lineo: Yeah, they are affecting me 
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Researcher: Okay, do they affect how you experience yourself. How you experience your 
marriage without children? 
Lineo: They affect the way I am experiencing my marriage and the way I experience myself. 
because I'm starting to judge myself, I am starting to blame myself for everything and I'm not 
even enjoying my marriage when I'm supposed be enjoying my marriage because my marriage 
is happy, but because of this, it makes me wonder what my husband thinks and once I go there, 
I become sad and unhappy. 
Researcher: Okay, so all the feedback you get from around your community, it causes you to 
start having negative thoughts, you know, you are happily married, but that starts to create 
doubt and guilt 
Lineo: Doubt, guilt and wondering how it could be if I could, if only I could give my husband 
a child. If I had a child with him how life be, it was going to be much better. I was not going 
to be recognised as that woman who can’t give her husband a child and my husband as that 
man who can’t impregnate his wife… it’s so confusing and it changes the whole perspective 
of marriage  
Researcher: I was about to ask that, so it shifts how you view marriage, when you actually 
have your own idea of what it is like and that's where your marriage is, you know, it's happy  
and doesn’t have to have children to be a happy marriage. So that shift is because of all the 
things that comes from society. Thanks for that. Now how would you describe your relation-
ship with yourself in relation to not being able to have a child in your marriage? 
Lineo: You know, I’m partly blaming myself, mostly, not partly, mostly I'm blaming myself, 
because I'm like, if I didn't engage in sexual intercourse before marriage and everything, maybe 
I would be negative, and I wouldn't be in this situation. So, I'm like blaming myself for the 
choices I made, if only I didn't do one, two and three maybe my life would have been different. 
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So somewhere in the back of my mind. I’m blaming myself for the stresses I have, if I didn't 
do that, my life would be better.  
Researcher: Alright, so because you’re not able to conceive naturally, it makes you view your-
self more in a negative light? 
Lineo: Yeah, like uhm… sometimes I view myself as a failure, I view myself as a disappoint-
ment. I view myself as someone that, I committed so much sins that ended up causing… be-
cause you know with Christianity, they believe that HIV and everything, it's all about the sins. 
It's been brought to you by sin because you engaged in sin, that is why you, you are punished 
for that sin, so somehow it becomes true to me, maybe it's true I am being punished for my 
sins. 
Researcher: Okay, so it sounds to me that your relationship with yourself you know, in terms 
of not being able to have children is also influenced again by your religion?  
Lineo: Yes 
Researcher: Okay, would you say you're someone who's very religious, a strong church goer, 
a strong believer? 
Lineo: Yeah. 
Researcher: So, your religion informs most of your beliefs about yourself and about the 
world? 
Lineo: About how I should handle myself, how I should…. 
Researcher: Okay, you and your husband have been married since 2002? 
Lineo: 2007 
Researcher: 2007, okay. 
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Lineo: It’s been 11 years now  
Researcher: So, the five years between when you were diagnosed and before getting married, 
how were you experiencing yourself? 
Lineo: I felt after I was diagnosed, I felt dirty, I felt as if something in me is dirty, that I’m 
going to… I’m going to die. I felt like I can't be in a relationship because I’m eventually going 
to die. That's when I started to uhm fix myself. You know when you fix your mindset, fixing 
everything that belongs to you, fix everything so that when death comes, you should be on the 
clear, try to fix things with God, that’s when I became a Christian, I wanted to fix everything 
and ask for forgiveness to God for everything that I've been, that I've done before, and fix so 
that when I die, I should be on the right path with God, that's when it was very hard. That's 
when I met my husband at the church.  
And then we started to talk, he started to tell me maybe, three years later, he told me his inten-
tions… I  love you and all that and I want to marry you and all that and I am like I'm not the 
person you can marry because I have a lot, a lot that you can’t take.  You know in about six 
months or so, he was pursuing me and all that and I had to stick it in and explain to him I'm 
HIV positive  first of all, and secondly, I can't give you kids because I decided  that I can’t 
bring a child that's not going to be healthy in this world and that's when he started to do research 
and he would come back and say no man we can still get married we can use condoms  and we 
won’t infect each other and it’s all about love. He, in a way, he brought me out of that hole, I 
was in a home.  
I was, I was like, cutting myself from everything. I was not enjoying my life. But he brought 
me out of that, and he made me feel better about myself. That you're still a human being, you're 
still fine, you're still beautiful, You're still yourself, you can still be whatever you want to be, 
You can even go to school, you can even study for whatever and he brought me out of that hole 
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that I was in and showed me that there is life after HIV, you can still live your life to the fullest. 
You don't have to cut yourself from the world or cut yourself from things that you love. 
Researcher:  He sounds like quite a supportive husband.  
Lineo: Yes, he's a wonderful person.  
Researcher: Okay, that's good to hear. So, I'm asking you this to see if, you know, your inter-
pretation of the self has changed, you know, between when you were  responding to being 
diagnosed, to now when you're responding to knowing that you can't have children naturally. 
And it sounds like there was a shift, you know, first, obviously, you were feeling the way you 
were feeling because of the way we perceived HIV in society, which is how most people would 
experience things, although it's not exactly the way that it is, you know. But after you get into 
a place where you start to be concerned about children, sounds like that has shifted, because 
you've actually concluded that, you know, you've responded to the diagnosis, you've adjusted 
to it and you're fine. 
Lineo:  I'm fine with my status. I don't even have a problem, he’s having a problem like don’t 
tell people, I don't have a problem if people can know that I'm HIV positive and then I'll be a 
role model to other people to know that you can still survive after HIV, it’s been seventeen 
years since I was diagnosed with HIV and I'm still alive and I'm still fine so I don't have a 
problem with that issue. But now the issue is something else,  me not having kids now is the 
new issue that I'm facing and it is kind of difficult right now. 
Researcher: So, it means your relationship with yourself has shifted now to you judging your-
self more harshly, blaming yourself.  
Lineo: Because of the decision that I took before and I'm like, I made myself become HIV 
Positive and all that. 
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Researcher: So, you mentioned your spirituality quite a lot. Do you think maybe your spirit-
uality has something to do with you not having children, maybe you know, what you believe 
about God and where you stand with God in terms of not having children and hoping to have 
some at some point? 
Lineo: I think maybe, I’m too… I believe too much in God and the perspective if you are a 
Christian woman, this is how you're supposed to be. And mostly they would say, when I'm at 
church, they would tell me about Anna, Anna, Anna, Anna, Anna… She couldn’t have children 
and her husband married Penina as a second wife, so that Penina can give him children, but 
still the husband loved Anna. So sometimes I think if my husbands wants marry someone else 
because Im taking away his dream of having  child, it is fine, he can go ahead then (appears 
irritated with heightened tone of speech), he can marry someone. But as  Christians we don’t 
believe in divorce.  
Researcher: Alright, so would you and your husband have discussed the possibility of  a sec-
ond wife a resolution to this, you know… the infertility in your marriage?  
Lineo: No he says he doesn’t want to marry someone but what if someday those people win? 
I’m kind of putting myself in Anna's shoes and I understand what she feels like, sometimes I 
find myself praying to God asking for mercy, just a miracle for things to just come together 
and one day I find myself, when I go to the doctor they say huh! Everything is fine, you can 
conceive, I would be the happiest woman. But when it comes to reality, it's not even possible, 
when I come back to the world and come back to reality I realise that what I'm wishing for, it 
might not be possible, it's not possible, so... 
Researcher: Ok, so you say that you pray to God to ask for mercy, but what's your take on 
that, that it's not going to happen or…? 
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Lineo: No, I'm not saying God can't forgive me. I know that he has already forgiven me for 
my sins. He is the Lord that forgives. But what cannot happen is that he cannot mend the tubes 
so that I can have a child or maybe I've worked in a health environment for so long. So I now 
I understand clearly that if something has happened… I have studied about sterilisation, the 
sacrifice that I made, and I realised that if you have done that there's no turning back, medically 
there is no turning back. So now I understand it, now its medical and its spiritual, they are 
clashing according to spirituality God can mend anything but, in my reality, in medicine, when 
I look at it medically, it cannot be mended. There's no way it can be mended and then they are 
clashing. So, I'm caught in between, I don't know what to do, which route to take. 
Researcher: So, would you say that the spiritual part helps you cope rather, you know, alt-
hough you know, that realistically, this is something that cannot be corrected scientifically?And 
if you've got answers already, you know can’t have other expectations and what role would 
you say your spirituality is playing now? 
Lineo: My spirituality, the spiritual level in my life is that I know that God has forgiven me, 
and I know that God loves me at least that one sustains me. I know that God loves me. I know 
God… if God didn't love me, he wouldn't have given me this wonderful husband. There are so 
many women out there who are fertile enough but they don't have the kind of husband I have. 
That for me, to have that it shows that God still loves me and He still sees me as his child and 
He forgave me for everything I did and it is over now, but then there is this side of me that 
there is a possibility that I can still give my husband a child. If I can take the medical route and 
have IVF and get something and try it. If it doesn't work it, doesn't work, but I would have 
tried. So I'm trying my best, that at least my husband can also see that at least I want to give 
him a child, regardless of what will happened at the end, but I know he will still be there.  
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Researcher: Thank you, that was my last question. Thank you so much for that. Do you have 
any questions yourself? 
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APPENDIX 3: 
TRANSCRIBED INTERVIEW THREE 
 
PARTICIANT PSEUDONYM: NTSOAKI 
Researcher: Good morning..Thanks for this meeting and agreeing to do the interview. So the 
first question I have is How would you describe your personal experience of having difficulty 
conceiving naturally? 
Ntsoaki: Um, I think in the beginning it was tough to get into terms with it, I mean, you grow 
up thinking you going to get married and have babies. Yeah, and then years went by, we were 
not really rushing for kids after getting married because I did get married quite early. So when 
it wasn’t happening that’s when we started taking it a little bit seriously. Yeah! But other than 
that, yeah, it was a bit of a shock when they said you got this problem, but I've been through 
quite a lot of other things to try to conceive to get to this point. Yeah, so that's how I just don't 
want to do it anymore. Yeah, so even now I've just decided okay, let's just go with it because I 
didn’t want to do it, but otherwise my family was not pressurising me, my in laws are not so 
much pressurising either. So, it has not been as difficult as many other women that are going 
through the same thing. Yeah, so that's my experience.  
Researcher: Okay, okay. So, when did you find out that you cannot conceive naturally the 
year, your age? 
Ntsoaki: I found out in 2013.  
Researcher: 2013? 
Ntsoaki: Yeah, that's when I found out, we went to our gynae to see what the problem was. 
From there it was cysts, from cysts we tried to remove them and then it was now tubes, they 
try to fix them until they had to get rid of them because they found that I have TB, I had to 
continue the treatment. So yeah, so it was a few years ago that I have gone through some things  
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Researcher: So, would you say the shock comes from, you know, all the diagnoses that you 
didn't know about? 
Ntsoaki: Yes, that and I didn’t know what I’ll have to go through. Yeah, yeah. Because I think 
even with the doctors they will be like, no, no, don’t worry we just do the surgery, it’s so 
simple, we just go inside and drain them. And then you are fine but when you wake up, you go 
through so much pain you are like I didn't expect to be in so much pain and then you have to 
go through healing, you know, so… and then you have to redo it, because they are trying to 
unblock your tubes, it’s the same uncertainty like, okay, I don't want to do this. So, there was 
a bit of a shock when I go like, why do I have to go through so much just to try and conceive, 
I might as well not do it at all, yeah. 
Researcher: Okay, So you say that your experience is not difficult because your family is 
supportive, your in-laws… and your husband? 
Ntsoaki: Yes, I wasn't really pressured by the society. I never advertised to people that we 
couldn't conceive, because I think maybe it took me also a while to know that this is quite 
serious. You know, so the society not so much. Obviously, people will ask, you know, it used 
to upset me in the beginning why do you have to be in my business. But I got to understand 
that it comes from, you know, a place of concern. I don’t think they are doing that just to try to 
irritate me. So, yeah, so at first, I'll just joke around and say, No, I'm still enjoying running 
around naked with my husband in the house. Yeah, and then now, I think it's been long enough 
that I can be like, you know, it's not as easy and I think people are becoming more understand-
ing that is not the same for everybody, that other people kind of struggle, so they tend to be 
quite sensitive about it, yeah. 
Researcher: That’s a good thing. 
Ntsoaki: Yeah  
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Researcher: So, it's people from where? 
Ntsoaki: Uhm mainly it will be people from church, yeah, because they want to pray for you, 
they you know, they would love for you to, to experience parenthood because they can see that 
there is the one because I mean we've been married for eight years now, they are like what is 
going on? We want you guys to be blessed with kids and that it was the pleasure of life to have 
kids. It was you know, we are praying for you guys, to have kids, and then maybe outside 
people which I don't have a lot of because our circle is church people anyway. So yeah, we not 
cultured people we both don't come from very cultured families, so there weren’t family mem-
bers who are also in our case, they were not like okay, go visit this inyanga (traditional healer) 
you know. They could be very intellectual on what the issue is 
Researcher: So, do you mean conservative as opposed to cultured? cultured sounds… 
Ntsoaki: No, I'll say cultured, I am still sticking to culture.  
Researcher: Okay Cultured. 
Ntsoaki: Because, I mean, when I look at other ladies that are going through the same thing 
that just got married way after me, you know, you find the family members going like we are 
expecting grandchildren, you know grandchildren in our family. You know, we, we bear kids, 
you know, you must not come in shame as I've never had. So, I think that I don't know isn't 
that culture? 
Researcher: It is I just wanted to establish you know, between…. 
Ntsoaki: Yeah so for me I just look at it as culture, yes. 
Researcher: So, would you say that people around you are more open minded? 
Ntsoaki: They are, they are, yeah, yeah.  
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Researcher: And then which church do you go to? Is it Catholic? Protestant? Zion? 
Ntsoaki: Yeah, what do you call the Bazalwane (charismatic)? 
Researcher : Charismatic?   
Ntsoaki: Charismatic 
Researcher: Is it the one? 
Ntsoaki: Yes 
Researcher: Okay.  
Ntsoaki: And it's also your mixed-race church, so 
Researcher: Is it a big church? 
Ntsoaki: It is quiet a big church and We are leaders in the church, so, we quite involved. 
Researcher: Okay, so you are known in the, the church.  
Ntsoaki: Sorry? 
Researcher: So, you're known in the church? 
Ntsoaki: Yeah 
Researcher: Thank you for that. So, the next question is where I'd like to know about your 
experience as a woman without having children in your immediate community, which is what 
we've discussed already, you know, your church and your family, you say that's your only 
immediate community. 
Ntsoaki: Yeah 
Researcher: Okay. So, we've covered that and then being a black woman, marriage, no chil-
dren what is it like? 
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Ntsoaki: Uhhh, I think the only concern or the only thing that was breaking my heart was not 
being able to do that for my husband. It's not doesn't matter about other people.  
Researcher: Yeah, okay.  
Ntsoaki: It was a matter of, I think my husband would really make a great father because I see 
him with other kids and… and… and just how He loves me and everything. So, it was like I 
really love for you to have children. You know, so as for the society, and so, no, it wasn't really 
about them uhm… You know, some people you know, that thing about other people that are 
just naturally nurturing, they just want motherhood because I'll be with other women who can't 
have kids and they mourn and they cry and they do everything to be, you know, to experience 
motherhood. For me it is not something that gives me sleepless nights, really, because we had 
this conversation. If I, if it doesn't happen, I can still live a fulfilling life without experiencing 
motherhood, I'm fine with it. But for him, I was just saying I would love for you to experience 
fatherhood even it means now going to find even a surrogate or second wife because I really 
want you to experience being a father and raising your own children. But being a black woman 
and not being able to bear children for me, it was not a big deal. Because I had other things that 
I was more focused on and yeah if somebody wants kids I’d say ok go make them yourself.  
Researcher: Okay 
Ntsoaki: Yeah 
Researcher: Alright, so, if it happens that maybe your husband pressures you, would you say 
go make them, go make the kids? 
Ntsoaki: He has never 
 Researcher: Okay  
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Ntsoaki: He has not, ever, ever pressured me or made me feel like we need to do this, yeah. 
I'm the one who just felt like I want to do this for you, yeah otherwise he, he is still like I said 
we come from a Christian background so what he does, he just loves me even extra for going 
through what I'm going through, like okay fine so just even to protect me from people who 
want to be asking about children so he’ll rather even just keep those people away or anything 
like that, but no pressure coming from him. No pressure comes from my in laws or my, my 
family for that matter. Instead they just want to actually support us, like if you guys are strug-
gling and you need money we will help with money for the IVF or whatever you need, but 
whenever you ready. Even that, they still support us whatever we decide. Okay, we know doing 
this, maybe there is like risks involved with the pregnancy if we go forward with it.  
Researcher: Okay. 
Ntsoaki: Yeah.  
Researcher: So, your marriage is still fulfilling?  
Ntsoaki: Yeah.  
Researcher: And your life is still fulfilling as well? 




Researcher: So, you mentioned marrying a second wife. 
Participant: Yeah I just said that because one, we don't believe in divorces,  but if it was going 
to come to that, I wasn't going to get divorced because we don't love each other It was going 
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to be because Okay, my vision in life is this, because then I would have now made up my mind 
that I really don't want to do IVF or any other method of trying to conceive. So, I'm going to 
leave the marriage so that I separate from you and maybe you can find another wife and start a 
new family. So, it wasn't gonna be we don't love each other or anything like that, yeah. And 
so, this way, like just exploring all those options, I'm okay. Fine maybe a second wife would 
do and then you can have kids with them and then, you know, find consolation with, with that, 
but he was so much against all of that. 
Researcher: Okay, so you discussed that? 
Ntsoaki: Yes, I did put it on the table and he was not interested in that. It's like you know, if 
kids don't come then it’s ok, we were not meant to have kids and it's okay, because I don't want 
to adopt either. 
Researcher: Alright.  
Ntsoaki: No, if I won’t have kids then I am not meant to have kids. 
Researcher: Okay. Thanks for that.  
Ntsoaki: Yeah. 
Researcher: And then the next question is if you ever feel like the way you experience yourself 
in relation to challenges of infertility is influenced by your community, and that you've cleared 
up as well… that you don't feel like your Community influences your experience of not having 
children? 
Ntsoaki: No 
Researcher: Okay, so, you never feel like that? 
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Ntsoaki: No, I've never felt bad when people or your peers are having babies, doing baby 
showers and they just like when are you having your own, no. I think also, because most of my 
peers also are not married and Christian and understanding what I'm going through, so they 
will not put me under pressure. Other than that you find the 60% that they just chasing after 
their careers. Okay, so they are my peers or even a year or two older than me and they don't 
have kids, so they can't be asking me about or pressurising me about having kids or anything 
like that because they also single and just doing life. 
Researcher: Yeah, okay. So, it sounds to me like you belong into a more advanced society as 
supposed to a more conservative one? 
Participant: Yeah, yeah. 
Researcher: More Western, where people are focused on their lives as individuals and all of 
that? 
Ntsoaki: Yeah, Yeah. 
Researcher: And then how would you describe your relationship with yourself in relation to 
not being able to have kids? 
Ntsoaki: I think the older I get the more selfish I become. 
Researcher: Okay 
Ntsoaki: Where even having babies, I feel like it's gonna be a disruption in my life, because 
you know, like I said it's been such a long time since we tried, then we took a gap and I decided 
okay let's not do this and I focus on my business. So, you know if now we go ahead with this 
thing it’s going to interrupt the plans I had, that I have for my business. Just like, do I really 
need this interruption of having to raise a child and taking a break from my business and so 
that’s when the selfishness comes in and I am like yeah but I'm happy I'm a fairly happy person. 
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I believe happiness is a choice, yeah and I made sure that I surround myself with things that 
make me happy or people that make me happy, yeah.  
Researcher: Okay, so you're more comfortable with yourself? Despite… 
Ntsoaki: I am,I am  
Researcher: Okay, alright and then the diagnoses that you received, have they changed the 
way you look at yourself? Now, not when you were first diagnosed? 
Ntsoaki: No 
Researcher: Not at all? 
Ntsoaki: No… What do you mean?  
Researcher: When you were first told that you are unable to conceive because of TB, for 
example, has that maybe affected the way you look at your body for example? 
Ntsoaki: No. 
Researcher: Alright, and the way you relate to your body, has that been impacted on by the 
diagnoses?  
Ntsoaki: No, no. 
Researcher: Okay alright, so it's always been a positive experience, understanding that it’s an 
illness?  
Ntsoaki: Yes, I can’t, I can’t change that so, I don't meditate on something that cannot really 
cannot change that, it's really out of my control. Yeah I look at this way, I always say, well 
look at the bright side I get to choose and pick when I want to have children  and then you 
know with other people it was like surprise, you know. So there's the advantage of now having 
the option of saying, hey, you know what, I think we're ready. Let's do this thing and, and if it 
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wins, it wins. If it doesn't win still life goes on. It's not the end of the world and certainly not a 
do or die situation for me really and I mean, other people have had children, have miscarriages 
or others kids were born and they die. I thank God that I have not experienced that and I pray 
I never experience it, my journey is my journey and this is what  I have to go through. I'm 
embracing it. It's okay. 
Researcher: So, for you acceptance was more instant. It didn't take you too long to first go 
through the process of hurting that… you know… you're trying to have a baby and you're 
unable to, then you get to a point where you feel now I'm accepting  
Ntsoaki: Yeah. 
Researcher: So, it's something that happened very quickly for you? 
Ntsoaki: Its something that happened quite quickly for me. That's why like I was not in mourn-
ing for myself, I was mourning for my husband and I was mourning for my parents that they 
are not gonna be able to be Umm… To be grandparents so these are the only people that I was 
mourning for, it wasn't about me. I was fine, if I could do life without kids even better you 
know… Umm even now because we were talking about it I just said can we just freeze my 
eggs because I  must still go through counselling to get my head into this thing because I have 
already made up my mind that I'm okay without it. 
Researcher: So, you need counselling to prepare yourself now for motherhood and pregnancy? 
Ntsoaki: Yeah, because I'm always procrastinating. I mean, this thing like I said, we did this. 
I thought it's the same kind of questionnaire, it’s not. We were supposed to do it, then and then 
I didn't.  
Researcher: Okay, what were you supposed to do then? 
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Ntsoaki: we came here to… for them to extract my eggs and then the whole process and then 
I didn't go ahead with it. Yeah, I was like, no and I felt if I'm not ready mentally, emotionally, 
is not gonna pass, it’s not gonna pass. 
Researcher: What do you feel most unprepared for? 
Ntsoaki: I think it’s just fear of the future, if you have motherhood, like, will I be able to take 
care of another human being? At this point in my life am I ready for such a big change in my 
life? You know, Umm, with the things that are happening right now to bring a human being to 
the world, you hear horrible things that happen. And your mom and you hear your friends that 
are moms always worrying. Kids are sick here and there and then, you know, so those are the 
fears that I have like, Oh my god, you know, am I ready to go through that. Do I want to go 
through that? You know, it's not me choosing the problems in life, I look at it that way. Yeah, 
you know they tell you that you know motherhood is this or is that, there’s nothing that can be 
compared to motherhood, it’s wonderful. But I think I'm with more fear than the pleasure of 
motherhood and that's something that I think I need to work on. Okay. 
Researcher: okay, so you need support exploring that fear? 
Ntsoaki: Yeah, 
Researcher: …of becoming a mother? 
Ntsoaki: Because even with, with coming, I wanted to cancel today's meeting. But on Wednes-
day, I met a lady who had the IVF. And she was just chatting, and saying I had IVF and this is 
what we did. And I thought it was going to be a painful process, also because that will be the 
extraction of eggs. She was like no… no… it's not painful, and I am like okay, fine. You have 
to inject yourself isn't it? She's like Well, if you don't like needles, yeah it’s obviously gonna 
sting a little bit. But it's not so bad. I think she was already mentally ready to go ahead and do 
it, so that kind of made me feel a little bit better.  
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Researcher: Okay so, you benefited from that, coming being encouraged by someone who’s 
been through the same experience? 
Ntsoaki: Yeah, from that conversation with her.  
Researcher: okay So you also mentioned that you were kind of mourning for your husband 
and your parents. 
Ntsoaki: Yeah. 
 Researcher: Okay. how is that experience? 
Ntsoaki: Mourning for them not to be… like mourning for children that you never gonna have.  
Researcher: Okay. 
Ntsoaki: Yeah. 
Researcher: Were you experiencing that as your loss or their loss? Because no one… 
Ntsoaki: In the beginning it was mine. And then I got over it, it didn't take that long. Then I 
got over it. And then I started feeling for them.  
Researcher: Okay, alright. 
Participant: Yeah, you know, cos I was just gonna say like when you see how, maybe my 
mother will embrace other people's grandchildren like her own.  You know her telling people, 
like when Ntsoaki is pregnant I'm gonna retire. She's made her house even bigger than it was, 
saving for Ntsoaki’s children, for her grandchildren you know. So when she says that, she's not 
saying that to put me under pressure, but you'll just be saying you know like having a conver-
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Researcher: So, by mourning for them, you mean feeling sorry for them? 
Ntsaoki: Feeling sorry for them and mourning, I was mourning because I already made up my 
mind that I'm not going to have children. 
Researcher: Okay 
Ntsoaki: And they already knew this, when I said I wanted to separate from my husband. Also 
you see, that was just me preparing them that you are not going to get a grandchildren from 
me. 
Researcher: Okay, alright, do you feel responsible…? 
Ntsoaki: For what? 
Researcher: For your husband not having kids, your mom and dad not having grandchildren?  
Ntsoaki: A little bit, yeah, a bit… 
Researcher: Do you feel responsible for them, for their lives, because you know, having 
grandchildren is something that happens at a certain life stage… more like a particular life 
project. So I’m asking because you know, being grandparents is something that comes with 
age, at times retirement or a certain stage in life. And being a father or wanting to be a father 
is also something that comes with being at a certain stage in life… being married, being an 
adult and all that… feeling ready and all. Do you feel responsible for those developments in 
their lives? 
Ntsoaki: I think so. Because then I did what society would expect, that it's the right to  thing 
to do. You know, you go to school, you go to university, you get your degrees, you work, you 
get married and you buy a house and start a family and then time flies, like okay, no family. 
Everything else is there but no family, so there’s like that gap that I feel like… I won’t say 
taking away from them, but because of…. a lack of lack of a better word I'll say take away 
 
 208  
from them in terms of like, like my father is already retired, he is at home, yes he's still studying 
because of when you are an……..they’re always studying these people… Umm! but if there is 
a family gathering I can see that they kind of wish you had something like that.  
Researcher: Your parents 
Ntsoaki: My parents  
Researcher: Okay 
Ntsoaki: Yeah, my in-laws never talk about it, never even touch on that subject at all. 
Researcher: So, when you wanted to separate from your husband was it from conflict or you 
just feeling like you cannot give him what you believe he wants? 
Ntsoaki: I don't think it was initially from conflict. I think the conflict came from… you know 
when you're looking for a problem you find it. Yeah, so I had to find all the problems so that I 
can separate, like nothing made sense for me to leave, everything was questionable, why are 
you leaving? So, I had to try and find all the other things to create conflict to Separate. 
 Researcher: Okay, so because you felt too responsible and felt… 
Ntsoaki Yes, like I want you to be happy and for me to allow you to really fully live a complete 
life is to leave you. I love you enough to leave you so that you can meet somebody and really 
have like a full family, yeah.  
Researcher: Alright, okay…  
Ntsoaki: You see, but he did assure me that no, he's very happy. He's not lacking anything if 
kids come they come, otherwise he's still very happy with just us. 
Researcher: Okay, alright 
Ntsoaki: Yeah 
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Researcher: Okay, So something that I've picked up before we wrap up, is that when we were 
actually talking about your relationship with your body and yourself, somehow we included all 
the other people. Is that perhaps… are you maybe someone that puts others first and then your-
self afterwards. Do you think of yourself less and other people more? 
Ntsoaki: I don’t think so. 
Researcher: Okay alright  
Ntsoaki: I think I'm very self-centered…I think I really put myself first 
Researcher: Okay? 
Ntsoaki: Now I don’t know… I didn't think so. 
Researcher: Okay, alright 
Ntsoaki: That’s something to think about. You may think you are this way but I really think 
that I put myself first, I’m quite comfortable under my own skin. 
Researcher: Okay, so are we safe to say that the way you looked at it, you felt like you were 
robbing these people off something, your parents off being grandparents, your husband off 
being a father, has what affected your relationship with your body in a way?  
Ntsoaki: What do you mean affected my body? 
Researcher: Your relationship with yourself sorry, not necessarily your body? 
Ntsoaki: Yeah, oh yeah. if you put it that way yeah it was because of my family, him… 
Researcher: Okay,  
Ntsoaki: That was the root cause of it.  
Researcher: Okay not being able to give them…? 
 
 210  
 Ntsoaki: Yes, yes 
Researcher: How did that make you feel that you are not able to give them what you believed 
they deserved? 
Ntsoaki: Well it kind of sucked 
Researcher: Okay, was it more uncomfortable? 
Participant: Sorry? 
Ntsoaki: Was it uncomfortable?  
Participant: Yeah, I’d say it was.  
Ntsoaki: Okay uncomfortable? 
Participant: Yes 
Ntsoaki: Alright because I put that in your mouth. How else was it, you know that you de-
scribed as kind of sucks?  
Ntsoaki: what is the…? You know English sometimes. 
Researcher: You can say it in Setswana, it’s okay. 
Ntsoaki: The only word that comes to my mind is it sucks, it was not a good feeling.  
Researcher: Okay 
Ntsoaki: It was not a nice feeling and I think it kind of made me isolate myself and you look 
at yourself and say, I think I'm meant to be a single woman. And just make millions of money 
and live life, yeah. 
Researcher: Okay, so has it somehow also improved the way you look at yourself? 
Ntsoaki: Yes 
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Researcher: You got to look at yourself more positively? 
Ntsoaki: Yeah it has actually drawn Me to loving myself more than anything I think. Maybe 
that's why I'm just… 
Researcher: Okay. Alright. Thanks a lot.  
Ntsoaki: You are welcome. 
Researcher: So, we spent twenty-five minutes instead of fifteen. Thanks for all that time.   
Ntsoaki: That was therapeutic actually… 





TRANSCRIBED INTERVIEW FOUR  
 
PARTICIANT PSEUDONYM: SINDISIWE  
Researcher: Good day Sindiswa, thanks for agreeing to speak to me.  I’m just gonna ask a few 
questions and this should take us about fifteen to twenty minutes.  
Sindisiwe: Hi, Ok, no problem.  
Researcher: Ok. So, our first question. I just wanna ask about your experiences as a woman 
without children in today’s society and what that is like for you. Please tell me, how would 
describe your personal experience of having difficulty conceiving naturally? You know, what 
it’s like for you to have to receive support in order to fall pregnant?  
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Sindisiwe: well, I’m here to get treatment for diagnosis. I am no longer trying, I decided to 
stop trying two years ago. But I can tell you it was difficult and emotionally strenuous.  
Researcher: Okay. 
Sindisiwe: I decided to stop trying and take care myself. It was difficult because of the pain. I 
tried but the it is very painful and I was in hospital a lot. But it is still difficult to be a woman, 
a married woman and not have children. It’s as if I failed, I feel like a failure.  
Researcher: Mmm. Alright. What makes you feel that way?  
Sindisiwe: I feel like I failed because if a woman is married, she must have children. So I feel 
like I failed my husband and myself.  
Researcher: Alright, and when you say, emotionally strenuous, what do you refer to exactly?  
Sindisiwe: Uhm. It was mostly frustrating you know. ‘cause I will be in this pain and when I 
go to doctors they will tell me that I can’t be in that much pain and they will say, it’s just in 
your head.  
Researcher: Oh. Aright so the frustration for you was mainly because of the medical manage-
ment of your underlying condition?  
Sindisiwe: Yah (appears relieved) 
Researcher: Alright. So would you say you felt dismissed?  
Sindisiwe: Yes. So I felt angry because no one understood and because when I wanted answers 
I couldn’t get them, it’s frustrating. The medical stuff was not really supportive.  
Researcher: Mmm. I see. 
Sindisiwe: Yah, so that’s how it is for me.  
Researcher: Okay, I understand it must be very difficult for you to feel that way. So the next 
question is basically how you find this experience to be when interacting with others in your 
community. You know, in different settings, like your immediate family, your church, friends 
in social circles and perhaps even in your neighbourhood. Do you find that maybe society, 
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especially your immediate social settings might have an effect on how things are for you? 
Maybe things like your culture or religion, would you say these play role, maybe? 
Sindisiwe: Uhm. In my family there has always been infertility. One of my aunts never had 
children and I always knew it’s something I can inherit. But at home, my mother, my dad and 
siblings know and they don’t judge me. And my husband’s family, they also don’t judge me. 
My husband is also supportive. It’s only my extended family members who are judgemental 
and would ask me questions. With the other people out of my family, I wouldn’t say I feel the 
impact because I have the experience from watching how people were with my aunt because 
she didn’t have children. So I don’t experience any issues, no one knew because I didn’t dis-
close to anyone.  
Researcher: And can you say you know what the expectation is from those people around you, 
about being a married woman and nothing children?  
Sindisiwe: Ahh.. I dont know what their expectations are really. 
Researcher: Oh. Okay….okay. So, our next question. Would you say that to some extend your 
experience of yourself, as someone with infertility is somehow affected by that? Your close 
community, or family in this case? 
Sindisiwe: Uhm.. yah, I think so.  
Researcher: Alright, okay. How so?  
Sindisiwe: When they ask these questions. They make me feel that way again, like I’m a fail-
ure. I forget about it most of the time, but I see them they always ask questions. So I fear that 
there’s no growth in my family. My husband is supportive so I feel these things more when my 
family asks questions.  
Researcher: Ok, your extended family that is?  
Sindisiwe: Yes. I distanced myself from them and just make sure I don’t have too much contact 
with them. Because, I made peace with infertility. I tried for too long, for eleven years. I knew 
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it was impossible to conceive naturally. So I was told that I can do IVF but the chances of being 
pregnant are very slim and if I get pregnant it will be a high risk at my age. I had to choose 
between my health or having a child.  
Researcher: Alright, so for you prioritising your health is more important now? 
Sindisiwe: Yah.  
Researcher: Mmm…and would you say being your age also played a role in that decision? I 
mean to say you’re finally calling it a day and decide to take care of yourself rather?  
Sindisiwe: Yah, yah. I think at this age I’m fine, really.  
Researcher: Ok, that’s understandable. Now, our last question. How would you describe your 
relationships with yourself or your body, Umm!… You know, with regard to the challenges 
you have with conceiving naturally?  
Sindisiwe: (Sighs, heavily)…Well. I think my relationship with myself is up and down… 
(lengthy pause) It’s okay and not so okay. Sometimes I blame myself, sometimes I blame the 
illness.  
Researcher: Mmm…Sounds like such a roller coaster ride?  
Sindisiwe: Yah. Sometimes I feel angry at the disease and towards my own body. I would feel 
confused and ask myself why me. Especially when the pain is worse, I feel too depressed.  
Researcher: Okay.. Have you been diagnosed with depression by maybe a psychiatrist or psy-
chologist?  
Sindisiwe: No I was not diagnosed. I do see a psychologist but I was referred only because of 
the pain.  
Researcher: Oh. For pain management?  
Sindisiwe: Yah.  
Researcher: Alright, how else do you find that your relationship is yourself is up and down?  
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Sindisiwe: When I see that my periods are irregular, it makes me feel angry at my body and 
it’s stressful sometimes. So somedays are ok and some days are not so ok. I would ask what 
did I do wrong because sometimes I feel like I’m being punished.  
Researcher: Mmm… alright. And how do you cope with that?  
Sindisiwe: Uhm.. I bake, it helps me. I also pray but some days I wonder why God would give 
this to me but on the okay days, it does help me to pray. Some days it’s difficult to pray.  
Researcher: Ok. So would you say on the okay days, as you describe them, it helps you feel 
better when you pray and on the not so okay days, prayer doesn’t necessarily help?  
Sindisiwe: Yah.. it’s like I would tell myself that it is God’s will but then I’ll ask why. And 
then I would feel like I’m being punished.  
Researcher: Mmm. Alright. Well (participant’s name) that was our last question. Thank you 
so much for taking your time to talk to me. We are done with the interview.  
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APPENDIX 5:  
TRANSCRIBED INTERVIEW FIVE  
PRTICIPANT PSUEDONYM: CLAUDINE  
Researcher: Good morning Claudine, thank you for agreeing to speak to me. Umm! The first 
question I have is on your experience of the challenges you have conceiving. So please tell me, 
how would you describe your personal experience of  having difficulty conceiving naturally? 
Claudine: My personal experience? 
Researcher: Uh-huh.  
Claudine: I was diagnosed at age 14, it was a rollercoaster ride because doctors never really 
believed me and just played it down as a hormone imbalance. 
Researcher: Alright. 
Claudine: And I used to miss school, I couldn't compete in sports because I Just never knew 
when the pain will hit. Because it wasn't just on my period that I had pain So I would have…I 
would start getting pain a week before my period. 
Researcher: Yeah. 
Claudine: It could just happen out of the blue so I was hospitalised quite often for pelvic pain, 
and it was painful, excruciating. And then when I met my husband we battled for years to 
conceive so it was doctor's visits and injections and surgeries. I had nine surgeries in total for 
endometriosis. 
Researcher: 9 surgeries?  
Claudine: 9 surgeries, yes, 8 laparoscopy and one laparotomy. 
Researcher: Okay, so you were diagnosed at age 14. 
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Claudine: Yes  
Researcher: Alright, and the doctors didn't believe you, you say? 
Claudine: Yes they kept saying I was too young to have endometriosis  
Researcher: Mmm. 
Claudine: My mom also had endometriosis but she was kind of my advocate because it took 
her a long time to have three kids. And only when I was 13 years old, they diagnosed her with 
endometriosis. So she suffered for many, many years before someone actually told her what 
was going on. 
Researcher: Mmm… 
Claudine: She actually had her hysterectomy in 1997 because she was told that will cure her 
and I was diagnosed in 1998 after she saw that the symptoms I'm having was exactly the same 
from what she was having, but she was quite a big advocate at telling the doctor: Look it took 
me almost twenty - thirty years to get diagnosed with endometriosis, my daughter is having the 
same issue something needs to be done. 
Researcher: Okay. So after all these years and the subsequent surgeries trying to conceive, 
how would say you feel about all that or how do experience it, as a bit distressing, something 
you’re now used to or…? 
Claudine: You know what, so much less of a woman because with each hormonal treatment, 
because with endometriosis the treatment kind of drop your oestrogen level, so you get no sex 
drive, its painful to have sex, I mean painful. I mean, if I can, if I can’t remember a time that 
we had intercourse  and it wasn’t painful. You don't feel like a woman, you don't feel like you 
satisfying your husband. You get disgraced, I had severe depression, after all the fertility drugs 
and the IVFs that failed and IUI that failed. And I just really fell into this big deep depression 
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because I felt like I was not a woman and I was not giving my husband a child, when everyone 
else around me was just falling pregnant like it was nobody's business. 
Researcher: Mmm… was it mikron difficult seeing other people getting pregnant while you 
have to go through all of that to be pregnant? 
Claudine : Yes and in the 7 years that I was trying to conceive my youngest brother and my 
oldest brother had 4 kids  
Researcher: Oh, yeah that must have been difficult ? 
Claudine: It was extremely painful. As much as I would be happy for them. I would congrat-
ulate them and I would be happy for them but I was the one at night crying myself to sleep 
because why was it happening to everyone else and not me. 
Researcher: Sounds like it was really hard?  
Claudine: The pain was unbearable. If I have to state that I had to be on  painkillers at some 
stage. I was on oxytocin because the pain was just severe my GP, at that stage was wonderful. 
He had really good pain management for me. So he would always have a pain injection ready 
for me. If I had phoned and I said I'm in pain he would prescribed and I could just go to the 
assistant and have it injected. I was basically living on painkillers and antidepressants because 
doctors tell me that it's all in my head.It goes on and seriously, periods can’t be that painful. 
But it's Also not just the pain that you living with but its also the psychological side effect when 
you know  something's wrong with your body but you keep  being put down by health care 
saying you know what maybe it's just all in your head. 
Researcher: Mmm… That must have made it more frustrating. 
Claudine: Yeah it did, certainly. So I got used to living on pain medication  and get myself out 
of bed in the morning. 
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Researcher: Okay, alright. Okay, Umm! Now on to our next question, can you tell me then 
how is this experience in your social environment. You know, as a woman without children in 
your immediate community, so your immediate…, that would be your religious group, your 
social circle, and your ethnic group? How that experience, do you feel it’s somehow related to 
your social environment or it’s not? 
Claudine: I think… I think in the white culture is, although you get women who still frown 
upon you. And thinking that it's just normal period pain, they not in your shoes they don’t know 
what you are going through. But I also had a very good support system, as soon as I started 
raising awareness about endometriosis. This was my way of educating my friends, my family 
and my close group. It's different in the black culture because it's not a disease that's known, 
so it will be misinterpreted as STD, sexually transmitted disease. I had Ladies tell me that their 
doctors told them that it's because they've had abortions but meanwhile they are struggling to 
fall pregnant or it’s because they’re having sex that's why they are suffering and this is all in 
the black culture. I think… I think in the white culture you can be more open about it and 
people are willing to learn, it’s very new although it  existed for many years. It's still very new 
in the black culture because if a woman can't bear a child, she gets caught up in a lot of the 
cultural judgment and the husband is allowed get married again and all of that. In my group 
I've seen a lot of that, it’s actually heart breaking to see that they don't have the same  under-
standing sometimes of what I have experienced because I feel like I always had a very good 
support system. 
Researcher: Oh alright, it seems like starting a support group also helped you through the 
process of, you know, living with endometriosis and all that it comes with?  
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Claudine: Yes, I started raising awareness  a fews back when I started the support group. So 
the women contact each other if they need help or referral to a doctor or just to vent with what 
they are going through.  
Researcher: Alright, So would you say for you, your social context actually serves as your 
support system and perhaps minimise the distress when you would feel depressed and all?  
Claudine: Umm, Yeah, but you know, someday it’s devastating, it’s very emotional but I was 
also blessed with a lot of god-children and I think it was  my friends’ way of including me in 
their families.  
Researcher: Mmm 
Claudine: Also heart-breaking when thinking about people who are having kids and giving 
them up for adoption and to apply for adoption is such a huge process. Umm! how can say it, 
a very difficult journey to be able to adopt. Eventually I decided I can’t do all this fertility 
treatments anymore, I cannot handle all the surgeries anymore we are done we just going to 
stop, if it happens, it happens, if it doesn't happen then we know it wasn't meant to be for us to 
have kids.  
Researcher: Mmm! Alright, so at some point you wanted to call it a day due to all the diffi-
culties to involved to get treated or even adopt. And when that was the case, how did your 
family and other people around you, react to the news, were they supportive, not judging your 
decision?  
Claudine: I think in a way most tried  to be supportive,  but especially with my in laws, I could 
never really complain about the pain because I would be looked at as oh! she’s in pain again. 
Researcher: Yeah. 
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Claudine: Because they don't know what I have been through even before I got married so 
yeah, I would say supportive with a little bit of judgment more from the side of people who 
don't really understand. 
Researcher: Mmm! Okay, I see.. And now, do you feel like the way you experience yourself 
in relation to these challenges with fertility is in any way influenced by any of those people 
who show little to no understanding of your experience or even other people in you immediate 
social circle? 
Claudine: Umm! I don't know how to answer that. I think we have a stigma, you know that a 
woman should be able to bear a child. When you reach twenty-eight people start thinking geez! 
Oh! You never going to have kids, your biological clock is starting to tick and so I think in 
some way the community can be quite harsh towards women with infertility. I've noticed that 
a lot of my friends who would  fall pregnant would be scared to tell me, you know, that  kind 
of a thing, trying not to hurt me type of thing. But I have to say, you know the community in 
itself, I can’t really say judge because they don’t understand what you go through, they try but 
I don’t think anyone can fully understand if you have infertility what you live with and how 
you go about doing things. I don't think anyone can fully understand. 
Researcher: Mmm…  alright. Having al, those struggles with pain and conceiving, how has 
that been in terms of your relationship with yourself and your body.  
Claudine: Oh I hate it, I hate it, I hate my body, I hate my reproductive organs, because I felt 
like it represents me  terribly as a woman. And it takes time, it takes time to accept but you've 
got this disease and this is just how life is going to be and you have to like make the best of 
what you've got. But there was definitely a lot of anger and resentment for my own body. I 
hated looking at myself in the mirror and seeing all my scars, especially because each surgery 
leaves a  scar. So, eventually just gets to a point where your self-esteem actually becomes 
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almost zero because you can’t stand looking yourself in the mirror and blaming your body for 
letting you down. 
Researcher: Mmm… totally understandable. So you mentioned acceptance? How did you get 
this point of acceptance?  
Claudine: Antidepressant. I would take  antidepressants, but I am also very lucky to have a 
wonderful husband who has always said to me that I'm beautiful the way I am and even if we 
don’t have kids he will always love me and Umm! I think that kind of makes it a bit  easier to 
continue on the journey. 
Researcher: Yeah. 
Claudine: But yeah! I might have another operation because they are suspecting that the en-
dometriosis might be on my colon again. And I had a scan two months ago because I record 
pain on the left side and the left ovary that was removed there was a piece left behind and it 
started  growing again, so all the pain on the left side, it's all back again. And I started having 
issues now with my right ovary. Almost, I'm sure that it's going to be another surgery again, 
trying to see what is going on. 
Researcher: Alright, still a long journey ahead. That must also be difficult to go through and 
require that you…, you know, lean on your support structure as things seem a bit uncertain 
right now?  
Claudine: Yeah, yeah. My husband, I speak  to my husband about it, he understands and I am 
open about it as well, if I do have a bad day or anything like that I do reach out to the support 
group or someone else I know might be going through the same thing. 
Researcher: Mmm..  
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Claudine: But yeah, I mostly  speak to my husband. And he knows me by now, if he walks 
through the door and he looks at my face, he just knows that something is up so I'm very lucky 
that I have a very supportive husband. 
Researcher: Mmm… sounds like he really is a strong support structure for you. And we’ve 
come to the end of the interview, thank you very much for answering all of my questions.  
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APPENDIX 6: 
TRANSCRIBED INTERVIEW SIX 
PARTICIPANT PSEUDONYM - TERESA 
Researcher: Good afternoon and thank you for agreeing to talk to me. This will just take us a 
few minutes or so.  
Teresa: Hi. No problem.  
Researcher: Alright. So the first question I have is on your experience as a woman having 
difficulty conceiving naturally?  You know, what it’s like for you and all.  
Teresa: Umm. For me, it’s different. I mean I wanted children but haven’t been trying to get 
pregnant. So I still have to explore options, but naturally I know I won’t conceive.  I’m here 
for treatment but not to get pregnant. My ovaries were removed last year as well, so I never 
actually tried to get pregnant because all my previous relationships, the guys didn't want to 
have kids. So, you know it was kind of hard, you know, to realise that you're never going to 
have that in your life. It's very traumatic to make peace with it and come to terms with it because 
now they were always those choices of, you know, because my doctor always used to tell me 
that I needed to be pregnant. So that, you know, because eventually I wont able to and you 
know, that was always a difficult one to make peace with. 
Researcher: And where would you say are now in terms of making peace with of all that? 
Teresa: You know, eventually you come to the point where you realise that there is no other 
way and the only thing, you know, is that you need to look after your health first. And that that 
is all in your past and there's not much you can really do about it. You just change your mindset 
and you know, just accept it for what it is and just look at alternatives maybe, you know if you 
want to you can always adopt or anything like that 
 
 226  
Researcher: Okay, and when they told you that you need to remove your ovaries How did you 
feel about that? 
Teresa: Um, yeah, it was kind of hard because I mean, when I went last year, I actually just 
thought I had like a bad bladder infection and stuff because I had extreme pain. 
Researcher: Yeah, okay.   
Teresa: And when I saw the doctor, he actually just broke the news and said, like, you know, 
my ovaries were both affected by the endometriosis so I have to get them removed and you 
know, I am only 42 now going into early menopause is not really a walk in the park or some-
thing fun you know. It was difficult, I had about three weeks to prepare myself for the surgery 
and it is really tough to, to come to terms with it because you know, now you know that there's 
no option, even of freezing your eggs or anything like that. That was like the real last, last 
option, so now, like there's no way that you ever going to have your own child you know, any 
of your genetic child. So yeah,  it was kind of difficult but I mean like I said, you know, I 
couldn't change anything about it and I was in so much pain. So I basically just wanted the pain 
to end so I had to really just think to myself… Okay well you going to have this pain regardless, 
I probably wouldn't be fertile anyway, you know, because the ovaries were so damaged. 
Researcher: I see 
Teresa: There was, there was no way that I could even get around it. 
Researcher: Alright, did you have any support while going through that? 
Teresa: My mom, I don’t have boyfriend or any spouse to support me now. So, I'm single, 
been for two, three years now. You know,  also relationships are very difficult when you have 
endometriosis. It’s like men don't always understand when you go through something this hard 
you know, and basically I just had my mom and she just came to the hospital every day. 
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Researcher: Okay 
Teresa: I was in hospital for five days. And she looked after me, after the operation as well. 
But you know, friends were few, things like I didn't really have many people that really cared. 
I mean, that was like, for me, it was a big deal and not even one person came to visit besides 
my mom, you know, and also it felt kind of lonely, you know? Because you're very emotional 
and you just don’t have those people who really care enough to say they will be there for you, 
which will be just fantastic you know. So yeah, it was hard, but I got through it. And it’s likre, 
you’re now just trying to live your life, you know, to the best ability that you can.  
Rsearcher: I understand. With that said, how do would you say you feel about the fact that you 
won't be able to have kids like, you know you mentioned that you might have been prepared 
to have children in the past but that was sort of delayed by relationships and all… So now that, 
you know, it appears your doctor was right that eventually you will not conceive, how is that 
for you?  And how do you think it is for the people around you, maybe at church and other 
social settings alike?  
Teresa: Well! You know, when you start getting to know new people or you meet new people, 
its always hard to  actually talk about it because you don’t know how people are going to 
perceive it, so somehow you always feel like you are inferior to other people. You feel like you 
need something for your self esteem. It doesn't feel great because you feel like you're always 
going to be one step behind other people. Some people of course are like oh! do you have kids 
and you like no, and they look at you funny like, okay, you don't have a husband, you don't 
have a man in your life, you don't have kids. You know, and I mean, you start feeling like 
something is wrong with you, you know, like it’s just not cool, you know?  
Because it's like, you don't fit into society's box. So it does have an effect on me. Like, my 
brother also had a baby now in January, and he's sending us pictures and videos because they 
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live in China. So, it's a wonderful thing, and I'm such a proud aunty, but like, last night, I had 
this feeling and it's so cute, and it's so wonderful, and I'm like, I'm so proud to be part of that 
journey. But for me, I will never experience that unless one day I decide to adopt a kid or, you 
know, whatever… Even now, I've been actually thinking because now being all alone is also 
hard, I've been thinking, well, you know, if I'm not going to get a man in my life, like maybe 
just adopt a kid or something, you know, and do something in my life because it makes you 
think, you know, it makes you think that, you know, you can't go through life alone.  
And it gets hard because, you know, you have all these complications and you know, health 
wise it just affects you all the time. I mean, even now on Valentine's Day, I found out that part 
of my ovary stayed behind after the surgery and now they are going to tell me to go for another 
surgery. Never ending,  never ending, it doesn’t stop. So it’s really hard to always be on the 
back foot because the minute you start getting pain and you think, Oh shit, what now you know, 
what's next? And so yeah, it's not easy to deal with that but you have to always stay positive 
because otherwise this is just going to get you down completely. 
Researcher: Yeah, okay. So it appears your experience of this whole thing is mainly related 
to the diagnosis itself, more like you’re mostly affected by the procedures you have to go to 
manage the diagnosis, how these complications have taken away your last chance of having, 
you know, a biological child? Is that the case, would you say it is?  
Teresa: Yeah, yeah, absolutely and it's not easy doing it alone also. 
Researcher: Yes, okay. And in that regard, how would you describe your relationship with 
yourself, your body, Umm. You know, that in relation to the fact that you are unable to con-
ceive naturally and all that…? 
Teresa: You know in the past I was very actually, started resenting my body because it is 
actually, it's so weird because I'm actually a very simple person and I don't have weight issues 
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and stuff like that. And, you know, in general, that’s the first thing that men seem to notice 
about you, if you've got a nice body and whatever. And they're interested in that and then I 
keep thinking to myself that when you get to the nitty gritty of it, if you're going to see me 
without clothes, you will see all my scars, you will see every, every surgery I’ve had. I had 
seven surgeries and I still  need to get more, I'm full of scars and if they have see that would 
they still stick around? Will they actually still like me enough to know that I'm not just…, 
because I’ve,  I’ve, recently when in all my interactions with guys, I would actually tell them I 
don't want people to see me for just a body or a face. I want you to recognise me as a person, 
because I am more than just my body, I'm more than just the face. 
 And I started resenting my body because it was like, you know, all the men will always go 
like, oh, wow, you so hot and sexy and I'm like, but you don't understand my body doesn't 
function right. I can’t Even have a normal, you know, I mean, I'm sorry to be like, too graphic. 
But you know, even bowel movements can be so painful sometimes. And like, even just basic, 
normal things that are normal for normal people. It's not normal for me, you know, and you 
start resenting your body because you think what the hell is the point that you have such a nice 
looking body but it doesn't function properly, you know, and you can’t do  other things that 
other women can do. I mean, this is very painful. So, you know to me it’s like whatever, you 
know, I mean all these guys want me but if they ask to really get into it and really understand 
what it's all about, then I'm going to sit with nobody and nothing in the end of the day you 
know? And that's why when you start dating you always wonder you didn't actually tell this 
guy what's going on with you because what if he’s going to run for the hills or should you just 
like keep quiet and wait and find out one day you know? 
Researcher: Yeah… 
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Teresa: Yeah, so it’s difficult, it's really, extremely difficult I mean, I don't really always know 
how to approach this but I've made peace with my body now I mean, but you know every night 
when you go bath or whatever, you see your scars and it's a constant reminder that you know, 
it's the… and when you have so much pain you know, you just like there are times that you 
feel like you want to take a knife and just cut everything out yourselves  because you in so 
much pain 
Researcher: Mmm… I understand 
Teresa: And I mean, my doctors have actually said to me that I will never actually be pain 
free, you know, so… and it's just like a life sentence, and it’s just, it's really, you know, I don't 
sit cry and about it all the time. It does get to you at times, especially when you start having an 
interest in a new guy or relationship or whatever. It causes a major effect because you always 
have that in the back of your mind. What if they going to find out the truth, or they're going to 
stick around or aren’t they…? And even if they do, because my last boyfriend, when we were 
together when I had, like three surgeries in less than a year, and by the third surgery, he actually 
went and he got drunk one night and he came home in the middle of the night and he woke me 
up and he said, You know what? I'm so tired of actually going to doctors and flipping basketball 
with you and I said you know what to do if you don't want to be in this. 
This is part of me, if you can’t accept it then you need to move on, you need to leave me, you 
know. And then the next day I said to him just drop me off at the hospital and you can go, and 
you don't have to stick around. You don't have to do that, you know, but it puts a huge burden 
on your relationships. And I mean, relationships are hard as it is with all of today's challenges, 
and stress and work and finances and stuff, when you have this on top of it, it just becomes 
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like… and I don’t know, I mean I envy women who have husbands that get it,  really under-
standing, that support them through all of this, because I know from personal experience that 
the majority of men just don't stick around, you know. 
Researcher: Okay, so you’ve been going through this for a long time, and the diagnosis too?  
Teresa: Yeah, yeah, I had symptoms for many years. Probably since I started menstruating but 
I just didn't know what was wrong and then eventually one of the guys I was seeing like many 
years ago he said to me, I think you need to go to a doctor, I never went to a gynae and then I 
just, I just thought well the older you get maybe the more painful it gets or whatever. But I 
knew something wasn't right, but I was scared to go to the doctor and then eventually he just 
forced me to go and I went to the doctor and they immediately said, you know, I've got stage 
four severe endometriosis and I mean, they had to cut away a quarter of my bladder removes 
my ovaries, my uterus, my appendix and the part of my colon as well. And it wasn’t easy  so, 
I mean my doctor used to laugh he said there's going to be none of your organs left by the time 
we’re finished with you.  
Researcher: Mmm 
Teresa: And I went to this new doctor and after the operation, you can see it for days. When 
he saw me, he said to me, I don't even want to operate on you again, because it's just so com-
plex. It's so, it was so difficult, it was an extremely difficult operation because everything was 
attached to each other. My bladder was lying on top of my ovary and both ovaries were com-
pletely damaged and he had to cut everything loose from each other. So, it was it was like a 
very tough operation, you know, it's complex as well, because it's risky and if they damage 
anything or do anything then I mean, I think I got a bit of a nerve damage on my left side. 
Researcher: Mmm… That sounds like quite a lot to go through, especially because it now 
sounds like it’s usually one thing after another? And… it makes me wonder, you know, how 
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you actually cope with all of that? Umm! You mentioned you mom is your greatest support, 
besides her… how else do you cope?  
Teresa: You know, I'm actually, I try to be very pro-active in our support group, I try help 
other ladies as much as I possibly can and I try and just take my knowledge up to date and keep 
up to date with all the knowledge that's out there. And I try and study and I try to just get the 
right balance for myself and you know, just try and be helpful and be positive about it then 
rather than be negative, because every time I go to the doctor, I basically expect bad news 
because the minute I start having pain and suffering, I kind of know because I know my body 
already. You kind of know that, okay, this is just bad news again. I mentally prepare myself 
for it and I know There's not much that I can do about it. I just try and stay positive I try and 
live my life as normal as possible. And when I have extreme pain, I will take like a painkiller 
only at night and get through it.  
And I just try and focus on my work and try and focus on my mum and you know, just try and 
be close to my family and that's all I can do you know. And I have a few friends, but I don't 
have a big circle of friends. You know, people also, you know, they get irritated when you keep 
saying oh! I'm in pain or you know, not feeling well into this or whatever, then they think you're 
just looking for sympathy all the time, but it's not true because you know, they don't understand 
what you’re going through. And like I say, you get to down days where you really like, you 
immersed in society you know, you feel like yeah, I really don't fit in anyway, you know, you 
just feel like you lost.  
Like, like, even last week I started like doing our family tree. And I'm the only person that 
doesn't have any spouse, no children and nothing I can add to the tree, you know. I only have 
siblings and my parents and that's basically as far as it goes for me. So, you know, like, it's like, 
that's like…that makes you feel a bit inferior. You know? But I mean, like I said, I deal with it 
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immediately, I don’t wallow in it and I don't like to talk about it or feel sorry for myself every-
day, but every now and then you know it does affect you and it does hit you. 
Researcher: Okay, and the pain… does it sometimes make it difficult to do stuff you know, 
work and all that…?  
Teresa: It has been like, like I say, last year just before an operation I had to take some time 
off work because it was extremely painful and I was even trying to go to work because I knew 
when I go for the operation I’m going to need time off work as well. And even the other guys 
that were working with me and they said that look, we can see you taking a lot of strain, so if 
you're not well just go home, you know, because you can’t sit here and you're in so much pain. 
But you try and just be there because you know, you can't take that much time off because I 
am that person I will always push through you know, I will never like try and let it affect my 
work or anything like that. So as a rule, I try not to take time off work. But there's been times 
I mean when there was just one day when we are stuck at work and I was in so much pain and 
I was actually very pale and everything and one of the ladies at work she said can you just go 
lie down downstairs  there’s a couch, just go lie down for a little bit. You know I can see you, 
you're not well, you're really in a lot of pain, you know. And it does affect you and it affects 
your ability to focus and but you can't always do your job properly because you feel like you, 
you know, you're drowning, because it's like, you just can't get to it, I mean, like, you make 
mistakes. And then, you know, you get a little bit flak from the boss, and you must apologise. 
And I'm very fortunate now because I've spoken to my boss about my condition and he's very 
understanding and he knows, you know, he said, they'll support me all the way and I'm very 
grateful for that, because not everybody has that. But yeah, it's like, you know, like, I try not 
to let it affect my work too much, but it does have an effect. 
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Researcher: Mmm… Alright, thank you so much Teresa, I think we covered all the questions. 
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APPENDIX 7 
TRANSCRIBED INTERVIEW SEVEN  
PARTICIPANT PSEUDONYM: NTHATI 
Researcher: Hi Nthati. Thank you so much for accommodating me and doing this interview. 
I have just a few questions. Our first one is, how would you describe your experience of this 
journey you are on, trying to conceive with assisted technology? So basically, your experience 
of having difficulties conceiving naturally?   
Nthati: Ah what can I say it Umm, it is quite a difficult journey, an motional journey and also 
financially straining, yeah. 
Researcher: Okay… A difficult journey you say…? 
Nthati: Yeah, it’s difficult because I think in most, in most cases, as a woman, I mean you take 
for granted that When you do decide to have a baby it's going to happen naturally. So when 
you do realise that it’s not gonna happen naturally and you have to go through this it’s emo-
tionally straining,  on your own being and on your  emotional well-being more than anything 
because you are stressing about it, yes. That’s all you focus on so yeah it just becomes stressful. 
Researcher: Yeah, sounds like to some extend it overshadows much of your life, especially it 
is not something we may now about ourselves early on and also unexpected. You now, as you 
say, we often anticipate that that pregnancy will happen naturally when whenever we are ready 
to fall pregnant.  
Nthati: Yeah…  
Researcher: Alright. Now, our next question, please tell me, how is that experience now  as 
your interact everyday with people around you, in your immediate community, you know this 
can be anyone from people in the church, in your neighbourhood etcetera. And, do you ever 
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get a sense that this immediate community might play a role in how you experience yourself 
as a woman without kids? 
Nthati: Umm Okay, so initially, obviously you know with the community especially when you 
get to a certain age, you start feeling pressure, the questions from the family and your friends; 
when are you having a baby and all that. You just get stressed by all these questions and the 
pressure but I think if you get to at a point where you start accepting your situation and it would 
less likely get to you, but usually when you get stressed it  gets to you because everyone in 
your circle asks the same thing 
Researcher: Mmm 
Nthati: So I used to me I personally avoid the questions or maybe just joke around and say, 
well, when its time it will happen or I am not ready or whatever. But then I decided to be  a bit 
more honest and you know the more, the more you the get older, you tend to be a lot honest 
and you address it to people. Like if someone ask you, you can just tell them no I’m…, hey, 
I'm having an issues with that, I can’t conceive, I’m having issues conceiving.  
Researcher: Yeah. So the community, who are these people, are they maybe your extended 
family, people that maybe go to the same church as you? Are there any specific groups of 
people in your social circles who would be the most pressurising?  
Nthati: Umm… yeah, it is mainly family and friends, other people who are not close to me 
would not ask such.  
Researcher: Okay 
Nthati: Yeah… So like now, I just address it head on. It just makes your life easier and I also 
noticed when you address it head on there wouldn’t be people asking you because they know 
you have issues. 
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Researcher: Alright, and the responses, when you address things head on as you say, how do 
the people respond?  
Nthati: Oh my Lord, you know people, they mean well sometimes. You get all sorts of advice, 
you must try this medication and try that medication and then all this other things that they talk 
about that don't sound healthy. 
Researcher: Yeah 
Nthati: Some will say go clean your system with herbal medicines every day, like… that can’t 
be healthy, they try and give you such advice. They tell you, you should relax, if you relax its 
going to happen, maybe you are too stressed that's why it's not happening. Or maybe it’s not 
time, you know when its time God will make it happen, you know it’s all those things. 
Researcher: Mmm, that’s all so interesting… So all those questions and unwarranted advices, 
do have an impact on how your experience yourself?  
Nthati: Yeah, I think so, with me actually it’s like that, I think at some point I was under 
pressure. 
Researcher: Mmm 
Nthati: Because people expected, when you are 30 everyone expects you to have a child, yes. 
I think I was under a lot of pressure but then as I grew up when I was 35, I asked myself why 
am I under pressure what difference does it really make if I have or not have a child, if it 
happens it happens, if it doesn't happen, it doesn't happen. But initially yes it was definitely 
pressure from my community expecting that at a certain age you must have a child but once 
you get over that pressure you realise that you should really live with putting yourself first  and 
not let pressure get you into. If it's meant to happen, it will happen if it doesn’t, honestly it is 
ok.  
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Researcher: Alright, and how did you get to that point, where you thought that if it doesn't 
happen then it's okay.  
Nthati: I think I got…, I needed to make that for my own peace of mind. 
Researcher: Mmm 
Nthati: Because I got tired of stressing about the same thing you know every month you are 
stressing, worried is it going to happen or are you going to get your period. It just became too 
much. Basically the stressing stopped I think for my own peace of mind. 
Researcher: Yeah. 
Nthati: I needed to tell myself that let me accept the situation if it does happen that will be 
great and I when I tried the IVF it was a costly exercise, I think after IVF I just said you know 
what I don't have the energy or the money to go through this again so let me just make peace 
with it, so like if it happens, it happens if it doesn’t, it’s fine. 
Researcher: Okay, alright. Sounds like you really took that pressure off yourself by sort of 
going with the flow, you know, as opposed to trying to rush the process. And how would you 
now describe your relationship with yourself and your own body in relation to this?   
Nthati: Um, I think now that I am in a better place I'm okay. Initially I just felt like, I couldn’t 
understand that my own body was betraying me basically. 
Researcher: Mmm  
Nthati: It was betraying me and it couldn't do something that was supposed to just come 
naturally and was supposed to be the role of the reproductive system, so it's just it is frustrating 
and yeah, I just felt like it betrayed me and it is disappointing. 
Researcher: Mmm 
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Nthati: Yeah, you get upset with your own body, you kind of feel like your body really failed 
you, like I felt like I failed, for the longest time, but yeah.  
Researcher: Mmm! I totally understand. How did you cope with all that? I mean, it sounds to 
me like this was at some point quite significant and right now you seem to speak of it more in 
past tense. Would you say that’s something you really had to actively deal with, in order for it 
to resolve?   
Nthati: Umm. Yeah, yeah! I think also what has helped me…, when I feel under a lot of pres-
sure I was really not coping. I went and saw… I was seeing someone for counselling so I think 
that helped a lot, really it made me realise it is not something that you've done and you are not 
in control of it. 
Researcher: Mmm 
Nthati: You know, you are not responsible of how your body is responding, so I think that 
helped me a lot. I think just hearing someone else telling you it’s not your fault, it's not some-
thing you have done, it's not like you have control over it, so that helped a lot. 
Researcher: And when did you receive the diagnosis?  
Nthati: I was diagnosed officially in 2008 but I've had the symptoms for way longer before 
that, but before that I had no idea what it was. I just thought it was something with my periods, 
then only in 2008 did I really have a proper diagnosis.   
Researcher: Alright. How did react to the new about your diagnosis? 
Nthati: I actually felt relieved you know because for the longest time people would think you 
are making stuff up. 
Researcher: Mmm. I think it does help knowing that what you’re going through actually has 
a name, you know, that it’s actually something known in medicine and all.  
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Nthati: Everyone think is period pain and you try to tell people that this is more than period 
pains, I am telling you this is not normal, its more than just period pains but everyone kept 
saying it's just period pains  you finally get someone to tell you that you know what you were 
not going crazy or you were not making things up. 
Researcher: Yeah, yeah. 
Nthati: You get relieved that all this time you knew that something was really wrong you get 
relieved, when they confirmed it then you do get relieved. 
Researcher: Okay, and the whole process of receiving your treatment, how has that been for 
you? 
Nthati: Well, treatment has been up and down,  because at the moment it’s not really one 
treatment that really works. They give you different treatments and it’s a matter of let’s try this 
and see, in 2016 I had an operation.  
Researcher: Mmm? Alright, okay. Well, that was our last question. Thanks a lot.  
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APPENDIX 8:  
 





For Participation in the research study with the topic:  
 
The Lived experiences of Primary Female Factor Infertility Within the Social Context: 
A phenomenological Study 
 
 
Conducted by Malema Moloko Mosa for the purpose of the degree Doctor of Philosophy in 
Psychology at the University of Johannesburg.  
 
 
I……………………………………. the undersigned hereby declare that I have the capacity to 
consent for participation in the above mentioned research study. 
 
I understand and am aware that:  
 
 My participation in the study is voluntary and I have the right to decline further partic-
ipation if and when I no longer wish to participate. 
 That the findings of this study will be used for academic purposes only. 
 The findings will be reviewed by secondary persons working in association with the 
primary researcher.  
 All the material used to collect data for this study, i.e. audio recording, field notes and 
transcriptions, will be stored safely in an access controlled space.  
 That my personal information (i.e. name and surname) will not be used in the data 
analysis or the final product of this study intended either for publication or for use as 
an information source.  
 
By signing herein, I declare that I consent for my own participation in the study and that I 
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Semi-structured interview questions  
 
1. How would you describe your personal experience of having difficulty conceiving 
naturally?  
2. Please tell me about your experience as a woman without children in your immediate 
community (for example: religious group, within your culture, social circles and within your 
ethnic group).  
3. Do you ever feel like the way you experience yourself in relation to the challenges of 
infertility is influenced by your community? Please tell me in what way.  
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APPENDIX 10: 
ETHICAL CLEARANCE  
